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I.   INTRODUCTION  AND  PURPOSE 

This  report  is  intended  to  summarize  the  recommendations 
of  the  5taff  from  the  Consultants  for  Community  Change,  Inc.,  a 
private,  not-for-profit  agency  of  the  Center  for  Community  Change 
at  the  University  of  Vermont.   These  recommendations  are  based  on 
a  review  of  written  materials  and  observations  during  a  site 
visit  to  Montana  ::onducted  by  Simkka  McCabe  on  May  15  -  19, 
1989. 

The  purpose  of  this  report  and  the  site  visit  is  to: 

A.   Pe-.'iew  Montana's  mental  health  services  in  light  of 
the  National  Institute  of  Mental  Health  (NIMH)  ten 
essential  components  of  a  Community  Support  System 
(CSS)  for  adults  with  psychiatric  disabilities.   After 
gainirg  some  understanding  of  where  Montana  stands  in 
relation  to  these  elements,  pro\ide: 

1)  A  written  statement  summarizing  conclusions 
en    where  Montana's  system  should  be;  and 

2)  Written  recommendations  on  how  to  move  toward 
the  optimal  level  for  each  service  element. 
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B.  Based  on  a  study  of  available  materials,  a  review  of 
the  mental  health  system,  and  input  from  consumers, 
advocates,  providers  and  representatives  of  va'ious 
components  of  the  system  legislators,  make  specific 
written  recommendations  regarding  what  an  ideal  mental 
health  service  system  for  Montana  should  include. 

C.  Review  current  utilization/function  of  Montana  State 
Hospital  and  make  specific  written  recommendations 
regarding  how  to  develop  more  e-^fective  liaison  and 
continuity  of  ser/ice  between  the  hospital  and  the 
community  mental  health  system. 

D.  Review  Montana's  commitment  law  with  regard  to  need 
for  change.   Icentify  major  issues  and  make  specific 
written  recommendations  regarding  appropriate  change. 
The  focus  should  be  on  the  functions  of  the  law  and 
not  on  specific  language  for  amendments  or  new 

1  eg  i  s 1  at i  on . 

E.  Develop  written  recommendations  for  a  funding/resource 
allocation  method  which  if  implemented,  would  provide 
incentives  tc  develop  an  improved  system  of  community 
based  mental  health  services  and  would  reduce 
incentives  to  utilize  Montana  State  Hospital. 


3 

During  the  site  visit,  three  of  five  Montana's  Kental 
Health  Regions  were  visited  (Regions  I,  II  and  V)  and  Montana 
State  Hospital  at  Warm  Springs  was  visited  briefly.   For  a 
complete  list  of  persons  with  whom  the  consultant  met,  see 
Appendix  2.   The  purpose  of  these  site  visits  was  not  to  evaluate 
the  operations  or  effectiveness  of  each  program,  but  rather  to 
give  the  consultant  a  better  understanding  of  the  overall 
operation  of  the  existing  mental  health  system. 

It  also  should  be  understood  that  this  report  is  not  an 
evaluation  of  the  current  system,  but  rather  a  set  of  proposed 
recommendations  to  move  the  current  system  towards  an  ideal, 
ccmprehensi ve  commum ty-based  service  system. 
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II.   THE  "IDEAL"  MENTAL  HEALTH  SYSTEM  FOR 

THE  STATE  OF  MONTANA 

The  effectiveness  of  any  mental  health  system  should  be 
measured  by  its  positive  impact  on  the  lives  of  persons  who  are 
experiencing  the  severe  and  persistent  mental  health  illnesses. 
The  ultimate  outcomes  towards  which  mental  health  services  should 
strive  for,  en  behalf  of  persons  experiencing  severe  and 
persistent  mental  illnesses,  should  include  those  things  which 
all  people  want  in  their  lives:  a  horre ,  a  job,  and  friends. 

The  mission  of  the  ideal  mental  health  system,  then, 
should  be  to  enable  persons  who  have  been  labelled  severely  and 
persistently  mentally  ill  to  have  the  following  opportunities  in 
their  lives:  to  live  in  normal,  stable  housing  of  their  choice, 
to  work  in  normal,  regular  worl-  that  they  have  chosen,  and  to  be 
viewed  as  valued  members  of  their  communities.   People  should 
have  friends  and  other  people  (with  or  without  mental  illnesses) 
on  whom  they  can  rely,  and  who  rely  on    them  for  support, 
companionship  and  fun.   Services  provided  to  people  with  mental 
illnesses  should  be  available  for  as  long  as  they  are  needed  and 
designed  in  a  way  that  enhances  the  quality  of  peoples'  lives  in 
the  community.   Services  should  be  highly  individualized, 
continuojs,  flexible,  and  discrete,  and  should  protect  the 
dignity  cf  the  recipients  of  the  service.   Consumers  and  their 
family  members  should  have  the  power  to  make  decisions  about  the 
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type  and  design  of  services  provided,  and  have  the  power  to  hold 
the  providers  of  service  accountable  for  the  quality  of  those 
serv  i  ces . 

A.     Service  Principles  for  the  Ideal  Mental  Health  System 

The  following  service  principles  should  be  used  as  a  basis 
for  decisions  regarding  future  mental  health  services  program 
development  and  financing. 

Services  are  developed  based  on  the  expressed  prefe:-ences 
of  consumers  and  their  families,  and  families  and  consumers  are 
actively  involved  in  decision  making  regarding  these  services  at 
the  state  and  local  levels. 

The  overall  service  system  and  individual  providers  are 
capable  and  corrpetent  to  provide  needed  mental  health  treatment, 
rehabilitation  atid  support  services.   Services  are  comprehensive 
and  meet  all  of  the  needs  of  persons  with  severe  mental  illness 
(i.e.  mental  health,  physical  health,  income,  food,  shelter,  and 
so  f  or-th  )  . 

Ser/ices  are  continuous  and  are  provided  to  clients 
regardlesf  of  where  they  reed  them  and  regardless  of  how  many 
agencies  are  involved  in  serving  the  client.   Services  are  higily 
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individualized  arid  take  into  account  the  specific  strengths, 
hopes,  desires,  and  special  circumstances  of  each  person. 

Services  are  meaningful  to  the  person,  aie  age 
appropriate,  and  meet  the  expectations  and  desires  of  consumers, 
not  the  needs  or  convenience  of  che  service  system. 

Services  are  flexible  and  are  increased  or  decreased  in 
intensity  as  the  clients'  needs  change. 

Services  use  the  local  community  as  a  resource  first  and 
do  not  duplicate  e>isting  services/resources. 

Services  are  not  time-limited  but  are  available  for  as 
long  as  they  are  needed  and  helpful. 

Services  are  provided  in  the  community,  not  in  special 
facilities,  to  maximize  the  use  of  natura'  reinforcers  to 
learning,  and  to  minimize  the  need  to  transfer  learned  skills 
from  one  setting  to  another. 

Services  are  provided  in  a  positive  "can-do",  assertive 
manner,  reaching  out  to  even  the  most  "treatment  resistant"  and 
"uncooperative"  clients,  rather  than  expecting  clients  to  be 
"motivated"  and  come  to  the  services. 
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Services  allow  clients  to  take  risks,  hold  clients 
responsible  for  their  actions,  and  allow  them  to  fail  in  some 
choices,  but  always  provide  dependable  support  and  encouragement. 

B.     Montana's  Mental  Health  System  in  Five  Years 

Below  is  our  vision  of  how  Montana's  mental  health  system 
could  look  in  five  years  if  it  is  to  optimally  meet  its  mission, 
and  operational i ze  its  service  principles. 

1.  Intensive  case  management  teams  operate  in  each  town 
where  a  community  mental  health  clime  or  satellite 
office  is  located. 

2.  Mobile  crisis  intervention  teams  operate  in  each  town 
where  a  community  mental  health  clinic  or  satellite 
office  is  located. 

3.  In-home  crisis  support  teams  and  crisis  apartments  are 
available  in  Billings,  Helena,  Missoula,  Great  Falls 
and  Miles  City,  and  trained  individuals  are  available 
to  provide  in-home  support  to  clients  in  crisis  in 
areas  outside  of  Billings,  Helena,  Missoula,  Great 
Falls  and  Miles  City. 
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4.  Short  term  crisis  alternatives  are  available  in  family 
settings  in  each  community  where  a  community  mental 
health  clinic  or  satellite  office  is  located. 

5.  There  is  a  statewide  toll-free  consumer-operated  peer 
support  hot  1 i  ne . 

6.  There  are  consumer  operated  safe  houses  in  Billings, 
Helena,  Missoula,  Great  Falls  and  Miles  City. 

7.  Mental  Health  regions  are  fiscally  responsible  for  the 
cost  of  all  inpatient  and  outpatient  mental  health 
servi  ces . 

8.  All  voluntary  admissions  to  the  state  hospital  are 
screened  and  diverted  by  the  crisis  intervention 
teams. 

9.  Involuntary  civil  commitments  are  made  to  the  mental 
health  regions  who  determine  the  most  appropriate 
treatment  setting,  and  most  involuntary  admissions  to 
inpatient  services  are  diverted. 

10.  All  acute  inpatient  services  are  provided  in  community 
hospital  psychiatric  units  and  in  the  non-hospital 
crisis  alternatives. 
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11.  The  mental  health  regions  have  made  the  commitment  to 
provide  ongoing  support  services  to  persons  with  the 
most  severe  and  challenging  disabilities,  i.e.  they 
have  adopted  "the  zero  reject,  zero  eject  policy". 

12.  All  new  mental  health  funds  are  targeted  to  services 
for  persons  with  severe  and  persistent  mental 

i 1 1 nesses . 

13.  The  state  hospital  operates  a  forensic  umt  and  a 
geriatric  unit. 

14.  There  is  a  statewide  mental  health  housing  development 
corporation  and  regional  housing  development 
corporations,  and  consumer  home  ownership  is  a  real 
option  and  encouraged  by  the  system. 

15.  All  consumers  who  are  interested  in  work  receive 
assistance  to  find  and  keep  employment  in  the 
commun  i  ty , 

16.  Existing  psychosocial  programs  continue  providing 
vocational  services  and  social  support  to  their 
members  in  a  highly  individualized  manner  utilizing 
community  resources  as  much  as  possible,  while 
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preserving  and  expanding  the  drop-in  and  peer  support 
functioning . 

17.  The  Boards  of  Directors  of  Community  Mental  Health 
Centers  are  comprised  of  505t  consumers  and  family 
members,  and  families  and  consumers  are  active 
participants  in  all  state  level  decisions. 

18.  The  state's  mental  health  code  is  re-drafted  to 
reflect  the  changes  identified  above. 


11 

III.   RECOMMENDATIONS  TO  ACHIEVE  GREATER  CONSISTENCY 

WITH  THE  COMMUNITY  SUPPORT  SYSTEM  COMPONENTS 

OF  THE  NATIONAL  INSTITUTE  OF  MENTAL  HEALTH 

The  Montana  Mental  Health  Plan  defines  the  ideal  mental 
health  system  for  the  state  by  describing  the  NIMH  components  for 
Commumty  Support  Systems.   These  components  are: 

1.  Mental  Health  Treatment 

2.  Crisis  Response  Services 

3.  Health  and  Dental  Care 

4.  Housing 

5.  Income  Support  and  Entitlements 

6.  Peer  Support 

7.  Family  and  Community  Support 

8.  Rehabilitation  Services 

9.  Protection  and  Advocacy 

10.  Client  Identification  and  Outreach 

A  1988  booklet  published  by  NIMH  titled  Community  Support 
Systems  for  Persons  with  Long-Terms  Mental  Illness:   Questions 
and  Ansv;ers.  written  by  Beth  Stroul  lists  one  niore  component: 
case  management.   Descriptions  of  each  of  the  components  taken 
from  the  Stroul  booklet,  are  included  in  Appendix  4,  pages  8-20. 
In  this  chaoter,  we  will  make  specific  recommendations  regarding 
each  of  the  eleven  components. 
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The  recommendations  are  divided  into  two  parts:   1)  short 
term  actions  that  can  be  implemented  within  a  year,  and  2)  long 
term  recommendations  that  should  be  implemented  in  the  next  one 
to  three  years. 

1 .     Client  Identification  and  Outreach 

The  overall  mental  health  system  seems  to  be  currently 
unable  and/or  unwilling  to  provide  flexible,  ongoing  services  to 
persons  with  the  most  severe  disabilities  and  challenging 
behaviors.   As  the  result,  any  persons  who  are  most  in  need  of 
high  quality  mental  health  treatment  and  support  services  are  not 
reached  or  are  excluded  from  the  services  because  they  are  too 
difficult  to  serve.   Even  though  Montana's  mental  health  system 
is  targetirig  persons  with  severe  and  persistent  mental  illnesses 
for  services  and  funding,  these  persons  still  are  not  effectively 
reached  or  served.   The  below  long-term  recommendation  addresses 
this  problem. 

A.   Establish  a  clear  policy,  at  the  state  level  and  at 
regional  levels  that  persons  who  are  severely 
mentally  ill  and  wery    challenging  behaviorally  or 
symptorr.at  i  cal  1  y  should  be  targeted  and  prioritized  for 
outreach  and  ongoing  support  services.   This  "zero 
reject,  zero  eject  policy"  would  assure  that  persons 
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who  are  most  in  need  will  receive  individualized 
ongoing  treatment  and  support  services. 

Intensive  Case  Management  Services  (ICM)  are  expected  to 
perform  the  outreach  functions  to  persons  with  long  term,  severe 
mental  illnesses  under  the  state  contract.   However,  the  capacity 
of  ICM  to  perform  this  function  should  be  expanded.   ICM  staff 
need  additional  training  and  support  in  order  to  provide  outreach 
services  and  to  engage  reluctant  clients.   These  long-term 
recommendations  are  addressed  in  the  case  management  and 
financing  sections.   Short  term  recommendations  to  improve  the 
system's  outreach  capacity  are  the  following: 

Short-Term  Recommendations 

B.   Establish  a  designated  jail  liaison  within  each  region 
(this  is  already  happening  in  Region  II.)   The  jail 
liaison  would  be  required  to  identify  persons  in  jails 
who  are  eligible  for  ICM  services  and  to  engage  the 
person  in  mental  health  services.   This  position  would 
provide  mental  health  screening  and  assessments  in 
jails  and  when  feasible,  divert  persons  with  mental 
illnesses  to  the  mental  health  treatment  system. 
Additionally,  the  position  would  be  responsible  for 
training  local  law  enforcement  officers  in  mental 
health  screening,  resources  and  referrals. 
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C.  Require  that  each  person  in  the  Montana  State  Hospital 
has  a  designated  case  manager.   Start  the  process  by 
assigning  a  case  manager  to  each  person  currently  at 
the  Pre-Release  Unit.   These  case  managers  will  be 
responsible  for  developing  a  community  discharge  plan 
for  each  person  prior  to  their  discharge  from  the 
hospital . 

D.  Require  that  one  staff  person  from  each  Region  be 
responsible  for  providing  outreach  to  persons  and 
their  families  who  are  at  risk  for  involuntary 
commitment.   These  staff  should  receive  special  skills 
training  on  how  to  involve  a  reluctant  person  into 
voluntary  services.   They  should  also  become  "experts" 
in  the  commitment  procedure  and  educate  the  county 
attorney,  judge,  or  justice  of  the  peace  about  mental 
illness  treatment  issues  and  alternatives  to 
involuntary  commitment. 

E.  Establish  a  group  of  trained  consumers  and  family 
members  to  conduct  outreach  activities  and  to  provide 
support  to  persons  who  are  on  agency  waiting  lists  or 
who  choose  not  to  be  involved  in  the  formal  mental 
health  system.   This  service  could  be  organized  fairly 
easily  and  could  serve  as  a  "stop  gap  measure"  to  help 
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consumers  and  families  who  cannot  be  served  currently 
due  to  lack  of  resources  and  staff. 

F.   Build  sufficient  staff  travel  budgets  into  ICM 

contracts  and  other  contracts  to  enable  staff  to  do 
effective  outreach.   Substantial  travel  budgets  are 
necessary  in  the  larger  rural  areas  to  enable  staff  to 
contact  clients  and  their  families  at  home,  work  or  in 
other  community  settings. 

2.     Mental  Health  Treatment 

Integrating  good  mental  health  treatment  practices  and 
strong  community-based  rehabilitation  and  support  services  for 
persons  with  severe  and  persistent  mental  disorders  can  be  a 
difficult  task.   Rehabilitation  oriented  staff  are  often 
concerned  about  the  problems  associated  with  the  "medical  model". 
Traditional  mental  health  professionals,  on  the  other  hand,  are 
often  reluctant  to  serve  persons  with  severe  and  persistent 
mental  illnesses,  do  not  want  to  share  their  power  in  treatment 
decisions,  and  feel  uncomfortable  leaving  their  offices  to 
provide  services  in  the  community.   As  a  result,  clients  receive 
fragmented  services,  as  evidenced  by  multiple  service/treatment 
plans  and  communication  about  the  clients  service  needs  either 
does  not  take  place,  or  requires  considerable  staff  commitment 
and  effort.   Furthermore,  in-depth  knowledge  among  mental  health 


16 
providers  and  rehabilitation  staff  regarding  the  symptoms  of 
mental  illness,  psychotropic  medications  and  their  side-effects 
is  also  often  limited,  and  this  lack  of  knowledge  further  impedes 
the  treatment  and  rehabilitation  process. 

Short-Term  Recommendations 

A.  Start  a  training  effort  for  all  mental  health  staff  on 
the  identification  and  the  symptoms  of  mental 

i 1 Inesses . 

B.  Develop  mechanisms  such  as  team  staffings  and  other 
reporting  mechanisms  to  enable  line  staff  to  report  to 
the  psychiatrist  and  other  therapists  observed  mental 
illness  symptoms  to  assist  in  accurate  diagnoses. 

C.  Train  all  staff  aPout  psychotropic  medication,  to 
understand  the  effects  and  side-effects  of  the 
medications,  and  to  develop  effective  mechanisms 
(staffings  and  other  mechanisms)  to  report  these 
observations  to  the  physician. 

D.  Involve  a  psychiatrist  in  the  Board  of  Visitors  review 
of  client  records  (in  addition  to  a  pharmacist)  and 
require  written  justification  for  each  instance  of 

pol  y-phai'macy  and  other  questionable  medical 
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practices,  (for  example,  the  use  of  drugs  without 
indication  why  they  are  used,  continuation  of  using 
certain  drugs  beyond  their  effectiveness,  and 
overmedication ) . 

E.  Develop  educational  programs  for  clients  at  the  state 
hospital  and  in  community  programs  to  learn  more  about 
mental  illnesses,  symptom  control  and  coping 
techniques,  medications,  side-effects,  and  so  forth. 
An  excellent  proposal  for  this  type  of  training  effort 
has  been  proposed  by  Barbara  Garrett  to  the  Department 
of  Institutions  in  March  of  1989  (see  Attachment  5). 

F.  Require  that  ICM  teach  clients  about  the  symptoms  of 
mental  illness,  medications,  and   medication  side- 
effects.   Also,  teach  clients  to  self  identify  early 
signs  of  decompensation  and  teach  skills  to  prevent 
and  self-manage  the  symptoms. 

G.  Provide  training  to  all  staff  on  assessment, 
treatment/service  planning  and  record  keeping,  to  make 
the  treatment  plans  well-focused  and  assure  that  the 
goals  and  progress  reports  are  measurable. 
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H.   Establish  a  work  group  of  agency  staff  and  one  outside 
consultant  to  develop  a  "model  treatment  plan"  format 
for  agencies  to  follow. 

I.   Develop  a  staff  training  program  that  focuses  on  the 
importance  of  and  strategies  for  involving  families  as 
equal  partners  in  treatment  planning  implementation. 

3.     Crisis  Response  and  Resolution  Services 

It  is  admittedly  very  difficult  to  develop  a  comprehensive 
crisis  response  system  in  a  sparsely  populated  state  like 
Montana.   The  following  recommendations  are  intended  to  build 
upon  and  to  expand  the  existing  24  hour  telephone  crisis  line 
capaci  ty . 

The  goal  of  these  recommendations  is  to  develop  a  crisis 
response  and  resolution  capacity  in  Montana  that  will  be  able  to 
divert  all  voluntary  admissions  and  most  involuntary  admissions 
from  the  state  hospital  to  community  alternatives  to 
hospitalization,  as  well  as  to  community  hospital  inpatient 
sett  1 ngs . 
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Short-Term  Recommendations 

A.  Explore  whether  other  24  hour  telephone  crisis  systems 
(i.e.  those  related  to  substance  abuse,  domestic 
violence,  farm  crisis)  could  be  combined  with  mental 
health  crisis  lines  in  some  areas  to  develop  crisis 
response  programs  that  have  broader  staff  capacity. 

B.  Tram  volunteers,  family  members,  and  consumers  to 
provide  24  hour  crisis  telephone  coverage  to  augment 
coverage  by  professional  persons. 

Long-Term  Recommendations 

C.  Develop  mobile  crisis  intervention  teams  in  all 
communities  beginning  in  Billings,  Miles  City,  Great 
Falls,  Helena,  Missoula.   Kalispell  should  also  have  a 
mobile  crisis  intervention  team  as  soon  as  possible 
due  to  the  problems  they  are  experiencing  in  using 
their  community  hospital.   These  services  would  be  the 
core  of  the  crisis  response  system  in  these 
communities  and  would  provide,  on  a  24-hour  basis,  a 
crisis  response  to  individuals  and  families  regardless 
of  where  the  crisis  occurs  (including  jails).   Their 
approach  would  be  to  resolve  the  crisis  through 
provision  of  crisis  counseling,  to  arrange  for  non- 
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hospital  supports  and  alternatives,  to  screen  for 
appropriate  hospitalization  when  needed,  and  to  work 
closely  with  the  case  management  teams.   They  would  be 
charged  with  the  responsibility  of  diverting  most/all 
admissions  (including  voluntary  admissions)  from 
inpatient  hospital  settings.   All  hospital  admissions 
should  be  authorized  by  the  mobile  crisis  services 
uni  t . 

D.  Develop  the  capacity  to  provide  in-home  intervention 
and  assistance  at  least  in  Billings,  Miles  City,  Great 
Falls,  Helena,  and  Missoula.   A  team  of  staff  should 
be  available  to  provide  intervention  and  respite 
support  services  for  in-home  crisis  stabilization. 
This  team  should  have  the  capacity  tc  physically  stay 
with  an  individual  in  crisis  around-the-clock  i  ti  the 
individual's  own  home.   Psychiatric  evaluations  and 
medical  evaluations  are  provided  by  psychiatrists  and 
nurses  working  with  the  team.   Clients  are  to  be 
encouraged  to  continue  functioning  in  all  areas  in 
which  they  are  able,  and  only  supported  in  areas  where 
they  are  not  functioning  well. 

E.  Train  individual  community  members,  family  members, 
and  consumers  in  each  community  that  has  a  community 
mental  health  center  satellite  clinic,  but  which  does 
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not  have  the  in-home  intervention  teams,  to  provide 
intervention  and  respite  support  for  in-home 
stabilization.   These  persons  would  be  able  to  move  in 
with  the  persons  in  crisis  when  needed  and  requested 
by  the  client.   They  would  be  paid  an  hourly  wage  for 
the  time  that  they  work  to  help  clients  resolve  the 
crisis  and  could  be  paid  a  retainer  for  a  set  number 
of  "on-call"  hours.   The  referrals  to  this  support 
service  would  come  from  the  24-hcur  crisis  line 
workers,  ICM  team  staff,  and  out-patient  therapy 
staff. 

F.  Develop  at  least  one  crisis  apartment  in  Billings, 
Miles  City,  Great  Falls,  Helena,  Missoula,  and 
Kalispell.   Intended  to  serve  one  individual  at  a 
time,  these  apartments  are  essentially  "on-call"  until 
needed.   Used  as  a  respite  setting  when  in-home 
intervention  is  not  feasible,  the  home- i ntervention 
team  would  be  deployed  to  these  apartments  only  when  a 
client  moved  there  in  a  crisis. 

G.  Develop  a  network  of  host  family  settings  to  provide 
short-term  support  to  clients  experiencing  crises  in 
Billings,  Miles  City,  Great  Fal"!s,  Helena,  Missoula  in 
those  communities  with  community  mental  health  center 
satellite  offices.   These  family  providers  are  trained 
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by  the  mental  health  system  and  receive  back-up  from 
the  crisis  team,  the  clinic  or  the  intensive  case 
management  team.   This  approach  was  first  used  in 
Southwest  Denver  in  the  1970's  and  has  been  effective 
in  a  number  of  urban  and  rural  areas. 

H.   Develop  consumer-operated  hotlines  and  safe  houses. 

These  include  a  statewide,  toll-free  telephone  hotliiie 
(and  possibly  local  hotlines)  operated  by  trained 
consumer  volunteers  to  provide  support,  problem- 
solving  and  referrals  to  a  variety  of  services, 
including  mutual  support  groups.   These  hotlines  would 
operate  especially  during  evening  and  weekend  hours. 
Develop  consumer-operated  "safe  hcuses",  especially  in 
larger  communities,  where  consumers  receive  intensive 
peer  support  often  without  the  use  of  medications, 
during  a  period  of  crisis. 

Health  and  Dental  Care 

All  of  the  recommendations  listed  below  are  short  term 


goal; 
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Short-Term  Recommendations 

A.  Require  that  the  clients'  health  and  dental  health 
needs  are  routinely  addressed  as  part  of  the 
service/treatment  plan.   Encourage  staff  to 
assertively  advocate  on  behalf  of  their  clients  to 
access  needed  health  and  dental  services. 

B.  Tram  mental  health  staff,  including  ICM  staff  at  each 
region,  to  provide  information  to  clients  regarding 
sexuality  and  birth  control  methods. 

C.  Train  staff  in  all  programs  to  understand  the  special 
health  service  needs  of  women  who  have  a  mental 

i 1 1 ness . 

D.  Provide  practical  assistance  to  all  clients,  i.e.  make 
appointments,  arrange  or  provide  transportation,  to 
help  them  access  needed  medical  and  dental  services. 

5.     Housing 

It  is  the  concern  of  these  reviewers  that  the  current 
group  homes  provide  little  active  treatment  of  mental  illnesses 
or  slills  training.   Rental  housing  seems  to  be  fairly  expensive 
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in  the  state,  however  there  are  inexpensive  homes  for  sale  in 
some  areas  that  could  be  acquired  by  consumers. 

Short-Term  Recommendations 

A.  Conduct  a  statewide  assessment  of  consumers' 
preferences  for  housing  and  supports.   The  stated 
preferences  of  consumers  should  guide  current  and 
future  housing  development  "in  the  mental  health 
regions  and  at  state  level. 

B.  Develop  a  statewide  housing  development  plan  based  on 
the  results  of  the  consumer  preference  survey. 
Implement  the  housing  plan  as  part  of  the  PL  99-660 
implementation  process. 

C.  Establish  a  housing  contingency  fund  in  each  mental 
health  region  administered  by  the  ICM  teams  to  help 
clients  pay  for  security  deposits,  utility  deposits, 
and  furniture,  and  to  pay  for  any  damage  that  might  be 
done. 

Long-Term  Recommendations 

D.  Redesign  the  existing  roles  and  functions  of  group 
homes.   The  suggested  options  for  group  homes  are: 
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1)  Slowly  close  the  group  homes  and  provide  all 
needed  housing  in  normal,  regular  community 
settings,  and  provide  the  needed  support 
services  through  the  intensive  case 
management  teams; 

2)  Develop  some  of  the  group  homes  into 
intensive  treatment  settings  to  provide 
crisis  alternatives  and/or  short-term  highly 
intensive  treatment  services  to  persons  with 
very  challenging  behaviors  and  symptoms. 

Establish  a  position  at  the  Mental  Health  Bureau  to 
coordinate  all  state-level  housing  development 
activities.   This  position  would  be  responsible  for 
establishing  working  relationships  with  existing 
housing  developers,  and  housing  financiers  including 
public  agencies  and  private  organizations.   This 
position  would  also  advocate  on  behalf  of  persons  with 
mental  illnesses  to  arrange  "set  aside"  units  in  new 
housing  developments,  access  aiid  preserve  existing  low 
income  housing,  and  access  existing  rent  subsidies  for 
mental  health  clients.   The  position  would  also  be 
responsible  for  implementing  the  consumer  preference 
survey,  the  housing  plan  and  the  recommendat i ons 
1 i  sted  below . 
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Develop  a  rental  subsidy  program  to  help  persons  with 
severe  and  persistent  illnesses  access  safe,  normal 
housing.   This  subsidy  program  could  be  partially 
financed  by  using  the  existing  SSI  supplement 
allocation  to  group  homes,  or  by  developing  a  new 
rental  subsidy  program,  possibly  in  coordination  with 
other  disability  and  low  income  constituencies. 

Take  aggressive  action  to  collaborate  with  existing 
low  income  housing  organizations,  or  to  establish 
statewide  and/or  regional  mental  health  housing 
development  corporations  to  buy  existing  homes  and  HUD 
foreclosed  properties.   This  corporation  could  be 
capitalized  by  a  variety  of  funding  sources  'ncluding 
private  investors.  Community  Reinvestment  Act  Funds 
from  local  and  state  banks,  Community  Development 
Block  Grants,  federal  funds  such  as  Stewart  B. 
McKinney  Act  permanent  housing  funds,  Farmer's  Home 
Administration,  local  or  state  bonds,  housing  tax 
cred'ts,  and  others.   We  cannot  emphasize  enough  the 
excellent  opportunity  that  exists  right  now  in  Montana 
to  acquire  these  homes  for  use  by  clients  of  the 
mental  health  system.   Family  members  should  be 
actively  involved  in  the  establishing  and  managing  the 
housing  development  corporations. 
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H.   Encourage  consumer  home  ownership  by  providing 
techmcal  assistance  and  support  to  consumers  to 
purchase  homes.   Also,  consider  the  establishment  of  a 
small  pool  of  funds,  possibly  from  existing  state 
capital  fund  pool,  to  help  clients  with  down  payments 
and  related  costs. 

I.   Develop  a  Housing  Specialist  position  in  each  mental 
health  region.   This  position  would  have  the  following 
functions:   a)  phase  down  existing  group  homes  or 
develop  them  into  intensive  treatment  facilities,  b) 
develop  the  capacity  to  provide  housing  assistance  and 
intensive  and  flexible  supports  for  non-ICM  clients  of 
the  mental  health  system  regardless  of  where  they 
live,  c)  provide  housing  referrals  to  ICM  teams  and  d) 
build  relationships  with  landlords,  realtors,  housing 
developers,  and  so  forth,  to  access  existing  units, 
preserve  existing  low  income  units,  and  to  develop  new 
uni  ts . 

6.      Income  Support  and  Entitlements 

The  following  short-term  recommendations  addresG  the 
critical  role  of  mental  health  providers  to  ensure  basic  income 
and  entitlements  for  people  with  mental  illnesses. 
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All  of  the  following  recommendations  can  be  implemented 
within  a  short  time  frame: 

Short-Term  Recommendations 

A.   Develop  staff  expertise  in  each  mental  health  region 
and  at  the  state  hospital  about  SSI  guidelines, 
including  Sections  1619  a.  and  b.  (to  maintain  a 
portion  of  SSI  benefits  and  Medicaid  in  spite  of 
employment  income)  and  Section  9115  (to  maintain  SSI 
during  hospitalization).   We  especially  recommend  that 
the  Bureau  of  Mental  Health  staff  collaborate  with 
Vocational  Rehabilitation  staff  to  develop  this 
capacity. 

E.   Develop  a  statewide  strategy  to  reach  all  class 
members  whose  benefits  were  denied  by  the  Social 
Security  Administration  during  19S0-1983  to  reapply 
for  benef-its  and  possible  back  payments.   Provide 
financial  planning  and  counseling  to  persons  who  will 
receive  large  sum.s  of  back  payment. 

C.   Provide  training  en  HUD  guidelines  to  access  Section  8 
certificates  and  other  low-income  housing.   ICM  staff 
need  clear  information  on  current  Section  8  guidelines 
in  order  to  advocate  effectively  for  their  clients. 
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D.  Establish  a  policies  and  mechanisms  to  assist  patients 
applying  for  SSI/SSDI  benefits  and  Section  8 
certificates  while  at  Montana  State  Hospital.   Ensure 
that  each  SSI/SSDI  eligible  person  discharged  from  the 
state  hospital  will  start  receiving  benefits  on  the 
day  of  discharge,  and  that  these  persons  receive  a 
priority  for  housing  assistance  as  identified  by  HUD 
gui  del i  nes . 

E.  Improve  and  expand  vocational  services  to  enable  more 
people  to  work  in  competitive  employment  and  have  real 
i  ncomes . 

7.      Peer  Support 

The  following  recommendations  focus  on  strengthening 
consumer  and  ex-patient  peer  support  as  well  as  expanding  their 
roles  in  policy  development  and  service  provision. 

Short-Term  Recommendations 

A.   Use  existing  CSP  Systems  Improvement  grant  funds  to 
help  develop  strong  consumer  organizations  and  self- 
help  groups  in  Missoula,  Great  Falls,  Helena,  Miles 
Ci  ty ,  and  Bi 1 1 i  ngs. 
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B.  Establish  a  peer  support  group  for  patients  at  the 
State  Hospital  to  learn  about  community  resources, 
mental  illness,  medications,  client  rights,  and  so 
forth  (see  Barbara  Garrett  letter  in  Appendix  5). 

Long-Term  Recommendations 

C.  Begin  a  process  to  evolve  the  existing  day  treatment 
progi''ams  into  consumer  controlled  programs. 

D.  Develop  a  statewide,  and  possibly  local,  toll-free, 
peer  support  telephone  line,  and  create  training 
prograns  for  peer  volunteers. 

E.  Develop  consumer-operated  safehouses  in  Billings, 
Helena,  Missoula,  Great  Falls  and  Miles  City. 

F.  Develop  small  corsumer  run  drop-in  centers  in  all 
communities  where  a  community  mental  health  clinic  or 
a  satellite  office  is  located. 

G.  Require  that  each  mental  health  region  routinely  hire 
current  or  forme*"  mental  health  consumers  as  staff  in 
a  variety  of  capacities. 


31 

H.   Change  the  statutory  language  regarding  the 

composition  of  the  Board  of  Directors  of  Community 
Mental  Health  Centers  to  require  that  at  least  5051^  of 
the  board  members  are  family  members  and  consumers. 

I.   Establish  local  and  statewide  mechanisms  by  which 
consumers  routinely  evaluate  the  effectiveness  and 
quality  of  services  they  receive, 

J.   Involve  consumers  routinely  in  all  state-level 
decision  making  processes. 

8.      Family  and  Community  Support 

The  following  recommendations  focus  on  supporting  clients' 
families,  landlords  and  employers  as  well  as  on  informing  the 
community  at  large  of  the  needs  of  clients. 

Short-Term  Recommendations 

A.   Require  that  ICM  teams  provide  support  and  education 
to  family  members  of  clients  regarding  mental  illness, 
its  symptoms,  medication  and  medication  side-effects. 
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B.  Involve  families  when  feasible,  and  especally  when 
the  client  lives  at  home,  as  equal  partners  in  the 
treatment  process. 

Long-Term  Recommendations 

C.  Develop  a  capacity  in  each  region  tc  provide  24-hour, 
responsive  back-up  support  and  consultation  to 
landlords  of  clients  of  the  mental  health  services. 

D.  Develop  a  capacity  in  each  region  to  provide 
responsive  back-up,  support  and  consultation  to 
employers  of  clients  of  mental  health  services. 

E.  Develop  mechanisms  in  each  region,  through  case 
management  advisory  committees  and  through  family  and 
consumer  groups,  to  provide  public  information  and 
education  to  community  groups  and  to  the  general 
public  on  mental  illness  and  the  needs  of  consumers. 

F.  Change  the  statutory  language  regarding  the 
composition  of  the  Board  of  Directors  of  Community 
Mental  Health  Centers  to  require  that  at  least  50%  of 
the  board  mem.bers  be  family  members  and  consumers. 


G.   Establish  local  and  statewide  mechanisms  for  families 
to  routinely  evaluate  the  effectiveness  and  quality  of 
services  received  by  their  family  members. 

H.   Involve  family  members  routinely  in  all  state  and 
regional  decision  making  processes. 

9.     Rehabilitation  Services 

The  recommendations  regarding  rehabilitation  services 
focus  on  three  areas:   vocational  issues,  soci al /recreat i onal 
issues  and  activities  of  daily  living  skills  issues.   All  of  the 
recommendations  are  for  short  term  implementation  and  are 
targeted  towards  changing  the  current  prevailing  treatment  and 
service  approach  of  providing  "packaged"  services  in  group 
settings  towards  providing  highly  individualized  services  and 
skills  training  in  a  client's  home,  job  site  and  other  community 
sett i  ngs . 

Short-Term  Recommendations 

A.   Develop  strong  links  with  local  vocaticral 

rehabilitation  agencies  to  ensure  that  the  clients  of 
mental  health  services  receive  appropriate  vocational 
rehabilitation  services.   Establish  a  special 
statewide  taskforce  including  mental  health, 


vocational  rehabilitation  staff  and  consumers  to 
oversee  this  initiative  and  develop  mechanisms  for 
collaboration.   The  funding  for  this  effort  could  come 
from  the  Vocational  Rehabilitation  Agency's  federal 
funding  allocation  with  matching  funds  (80:20)  from 
mental  health  funds. 

B.  Develop  and  expand  the  Supported  Employment  Program  in 
each  region  and  budget  funds  to  continue  this  service 
after  federal  funds  are  no  longer  available.   The 
current  contract  language  provides  an  excellent 
framework  for  Vocational  Support  Services  provision 
and  expansion. 

C.  Merge  the  Supported  Employment  Program  ccmpcnsnt  with 
the  Intensive  Case  Management  Programs  in  each  region 
to  develop  a  more  holistic  team  effort  in  serving 
clients.   This  merger  will  also  help  alleviate,  and 
eventually  eliminate,  current  conflict  and  ccnfusion 
between  the  two  programs. 

D.  In  those  regions  where  clubhouse  prograrr.s  are  used, 
make  the  work  unit  training  programs  highly  relevan- 
to  skills  needed  in  real  work.   For  exaiTple,  teach 
word-processing  programs  in  clerical  units,  and  expand 
the  number  of  community  work  components  to  match  this 
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teaching  area  and  to  reflect  consumers  work 
preferences. 

E.  Make  it  a  policy  never  to  require  a  prerequisite  such 
as  successful  completion  of  a  clubhouse  work  unit 
training,  medication  compliance,  or  being  "symptom 
free",  as  conditions  for  receiving  Supported 
Employment  or  other  vocational  services. 

F.  Make  it  a  policy  requirement  to  conduct  prevocat lonal 
activities  (evaluations,  assessments,  and  so  forth)  in 
real  work  situations. 

G.  Review  existing  psychosocial  programs  to  encourage 
them  to  provide  highly  individualized  vocational  and 
social  support  using  community  resources  to  maximum 
extent,  while  still  preserving  and  expanding  the  peer 
support  and  drop-in  functions. 

H.   Provide  age-appropriate  and  meaningful  daily 
activities  to  those  persons  who  are  unable  or 
unwilling  to  participate  in  vocational  programing. 
These  services  and  activities  should  especially  target 
older  persons  and  homemakers.   A  variety  of  community- 
based  activities  should  be  explored  including 
accessing  existing  services  and  programs  for  the 
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elderly,  and  developing  support  networks  and  "coffee 
clubs"  for  homemakers . 

I.   Provide  state  level  intensive  training  to  mental 

health  and  vocational  rehabilitation  staff  regarding 
the  latest  techniques  and  approaches  for  vocational 
rehabilitation  of  persons  with  severe  and  persistent 
mental  illnesses. 

J.   Develop  service  programs  and  individualized  treatment 
plans  that  take  full  advantage  of  all  available 
recreational  activities  in  the  community  and  teach 
clients  the  skills  needed  to  access  these  activities. 

K .   Consider  the  establishment  of  a  program  that  matches 
trained  community  volunteers  with  clients  of  the 
mental  health  system  to  access  social  and  recreational 
activities.   One  model  of  this  approach  is  Compeer 
program  begun  in  Rochester,  New  York  and  replicated  in 
many  communities. 

L.   Develop  service  programs  and  treatment  plans  that 
provide  skills  training  in  personal  hygiene,  meal 
preparation,  house  cleaning,  laundry,  money 
management,  shopping,  and  so  forth  in  the  community 
settings  where  these  skills  are  needed. 
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M.   Consider  extending  the  staff  capacity  to  provide 

individualized  skills  training  to  clients  by  hiring 
trained  paraprofessional s ,  including  current  or  former 
consumers,  to  provide  the  skills  training.   Some 
programs  are  using  paraprofessional  skill  trainers  in 
a  very  limited  way  (serving  one  client  2-4  hours  each 
week)  and  paying  an  hourly  rate  for  these  services. 

10.     Protection  and  Advocacy 

Montana  has  an  extensive  list  of  client  rights  identified 
in  the  state  law  and  a  board  of  visitors  program  to  assist  uphold 
these  rights.   But  often  clients  themselves  are  unaware  of  their 
rights  or  of  the  existing  grievance  procedures.   The  following 
recommendations  focus  in  ensuring  that  clients  know  their  rights 
and  establishing  policies  to  ensure  that  the  rights  are  upheld. 

Short-Term  Recommendations 

A.   Develop  a  booklet  describing  the  current  rights  of 
clients  of  mental  health  services  in  easy-to- 
understand  terms.   The  Montana  Advocacy  Program  has 
prepared  an  extensive  booklet  describing  the  rights  of 
persons  with  developmental  disabilities.   A  similar 
booklet  should  be  available  to  persons  with  mental 
i 1 1 nesses . 
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B.  Require  that  each  person  served  by  the  mental  health 
system  be  given  this  booklet  as  a  part  of  the  intake 
process  and  that  client  rights  issues  are  discussed. 

C.  Enforce  the  requirement  that  client  rights  be 
prominently  posted  in  each  mental  nealth  facility. 

D.  Establish  a  statewide,  uniform  client  grievance 
procedure  and  require  each  region  to  adopt  it. 

E.  Initiate  a  planning  process  to  consider  the 
development  of  a  consumer-operated  advocacy  and 
grievance  component  of  Montana's  Advocacy  Program 
which  will  reach  out  to  consumers  across  the  state. 
Investigate  complaints  and  grievances  and  identify 
areas  in  which  the  system  is  either  systematically  not 
protecting  consumers'  rights  or  not  meeting  their 
needs . 

Another  innovative  component  ir  Montana's  mental  health 
system  intended  to  uphold  the  rights  of  clients  is  the  Board  of 
Visitors.   Howeve--,  it  appears  that  the  Board  has  very  little 
power  to  require/enforce  improvements  in  facilities  if 
deficiencies  are  identified.   The  Board  could  also  take  a  more 
active  role  in  identifying  a  legislative  agenda  of  needed 
improvements  and  presenting  it  to  the  Governor  and  the 
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Legislature.   The  following  recommendations  focus  on 
strengthening  and  broadening  the  role  of  the  Board  of  Visitors. 

Short-Term  Recommendations 

A.  The  Board  review  reports  currently  identify 
deficiencies  in  staffing,  treatment  services,  record 
keeping,  consumer  and  environmental  issues,  and 
medication  for  each  facility.   A  point-by-point  plan 
to  improve  each  identified  deficiency  should  be 
required  from  the  facilities  by  the  Department  as  a 
requirement  for  continued  state  funding. 

B.  Ir^.clude  a  psychiatrist,  a  family  member  and  a  consumer 
of  mental  health  services  on  the  Board  of  Visitors 
review  team.   Some  medication  issues  probably  should 
be  addressed  more  assertively  by  the  Board  and  a 
pharmacist  may  not  feel  as  comfortable  raising 
questions  regarding  psychiatric  medication  practices 
as  a  psychiatrist  team  member  might  be.   The 
involvement  of  consumers  and  family  members  on  the 
review  teams  is  one  step  towards  giving  more  power  to 
consumers  and  families  through  which  they  can  hold  the 
mental  health  system  responsible  for  the  quality  of 
care  it  provides. 
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Long-Term  Recommendations 

C.  Those  deficiencies  identified  in  the  review  reports 
that  cannot  be  addressed  fully  at  a  facility  level 
should  be  forwarded  to  the  Department  of  Institutions 
to  address.   For  example,  lack  of  specificity  in 
treatment  plans  was  often  found  as  a  problem  and  is  a 
state-wide  training  issue  that  should  be  addressed  by 
the  Department. 

D.  The  Department  and  the  Board  of  Visitors  should 
identify  a  state-wide  legislative  agenda  based  on  the 
identified  deficiencies  in  the  overall  mental  health 
system  and  present  it  to  the  Department,  the  Governor 
and  the  Legislature. 

1 1 .    Case  Management 

The  mental  health  system  in  Montana  has  recently 
established  a  case  management  program  for  persons  with  severe  and 
persistent  mental  illnesses  who  are  at  risk  of  homelessness .   The 
case  management  program  holds  significant  promise  to  dramatically 
improve  the  community  functioning  of  persons  with  severe  and 
persistent  mental  illnesses,  as  well  as  to  reduce  their 
symptomatology  and  reduce  hospital  utilization. 
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The  current  case  management  program  in  Montana  seems  to 
focus  mostly  on  training  in  activities  of  daily  living  skills  and 
on  soci al /recreational  activities,  with  some  attention  paid  to 
medication  monitoring  and  vocational  issues.   The  following 
short-term  recommendations  focus  on  the  development  of  the  case 
management  program  into  a  comprehensive  treatment  and 
rehabilitation  approach.   Many  states,  including  Rhode  Island, 
Connecticut,  New  York,  Tennessee,  California,  V/isconsin, 
Michigan,  Illinois  and  South  Carolina  have  implemented  this 
intensive  case  management  approach  that  was  originally  developed 
in  Madison,  Wisconsin.   Additional  recommendations  focus  on 
longer-term  expansion  of  case  management  services  in  Montana. 

Short-Term  Recommendations 

A.   Further  develop  and  refine  the  target  population  of 
the  intensive  case  management  teams. 

1)  Eliminate  criterion  requiring  previous 
hospi  tal i  zation . 

2)  Target  the  program  to  persons  with 
schizophrenias,  major  affective  disorders  and 
some  personality  disorders.   Exclude  some 
listed  diagnoses  especially  senile  dementia 
and  amnestic  disorders,  and  so  forth. 

3)  Further  define  the  functional  level  of 
eligible  persons.   It  is  our  opinion  that  the 
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current  functional  criteria  are  much  too 
broad. 
4)    Add  a  criterion  that  discusses  the  person's 
need  for  continued  services. 

B.  Further  define  the  assessment  and  service/treatment 
planning  requirements  of  intensive  case  management. 
We  especially  recommend  that  mental  health  treatment 
components  be  added  to  the  case  management  function, 
including  assessment  and  diagnosis,  medication  and 
medication  monitoring,  crisis  intervention,  and 
teaching  of  mental  illness  symptoms  and  symptom 
management  to  clients. 

C.  Allow  lower  than  1:15  staff  to  client  ratios  in  order 
tc  provide  the  comprehensive  case  management  services 
as  recommended  above  and  to  provide  intensive  case 
management  to  clients  in  very  rural  areas  where 
considerable  travel  time  is  required. 

D.  Specify  the  training  requirements  of  case  management 
supervisors  in  the  case  management  guidelines  and 
specify  number  of  hours  of  supervision  to  be  provided, 

E.  Consider  alternatives  to  operating  the  intensive  case 
management  program  under  the  current  mental  health 
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system.   Many  advocates,  family  members,  consumers  and 
providers  themselves  are  raising  the  question  of 
whether  the  case  management  function,  especially  the 
advocacy  function,  could  be  more  effectively 
implemented  outside  the  current  mental  health  system. 
It  is  our  experience  that  when  individualized, 
flexible  services  like  intensive  case  management  are 
developed,  they  immediately  challenge  the  status  quo 
of  the  more  traditional,  facility-based  services.   It 
is  our  opinion  that  if  the  intensive  case  management 
function  is  separated  from  the  existing  mental  health 
outpatient  services,  the  case  management  will 
eventually  develop  into  a  powerful  and  extensive 
alternative  treatment  system.   This  approach  to 
separate  these  functions  is  currently  being  considered 
in  Tennessee  and  California,  and  should  be  explored  in 
Montana  as  wel 1 . 

Expand  the  staffing  of  intensive  case  management  teams 
by  merging  the  Supported  Employment  Program  into  the 
intensive  case  management  program.   This  program 
change  would  greatly  enhance  the  case  management 
teams'  ability  to  provide  vocational  services  to  their 
clients  and  eliminate  some  problems  due  to  current 
program  fragmentation. 
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G.   All  case  management  teams  should  have  access  to  a  pool 
of  flexible  funds  and  other  resources  for  supporting 
clients  in  their  community.   These  funds  could  be  used 
to  assist  with  security  deposits,  utility  hook-ups, 
payment  for  damages,  temporary  lodging,  and  other  such 
needs  that  might  occur. 

Long-Term  Recommendations 

H.   Further  expand  the  intensive  case  management  teams  by 
earmarking  all  new  state  or  federal  funds  for  this 
program  and  for  crisis  services  expansion. 

I.   Expand  case  management  services  in  the  state  by 
developing  at  least  a  two-person  team  in  every 
locality  where  a  satellite  clime  is  located. 

J.   Case  management  teams  should  receive  ongoing  training 
on  issues  such  as  symptoms  of  mental  illnesses,  crisis 
intervention,  dual  diagnosis,  psychopharmacol cgy , 
housing,  sexual  abuse  and  organic  disorders. 
Materials  are  available  in  other  states.   The  Office 
of  Mental  Health  in  Wisconsin,  for  example,  has 
developed  a  staff  training  curriculum  for  intensi'/e 
case  managers  focusing  on  several  of  the  issues 
identified  above. 
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A  system  of  climcal  back-up  should  be  available  to 
the  teams  to  provide  assistance  in  problem  solving  and 
developing  solutions  for  particularly  challenging 
clients.   Clinical  back-up  will  include  supervisory 
staff,  psychiatrists,  as  well  as  experts  from  other 
agencies  and  other  states. 

Expand  Montana's  Medicaid  coverage  to  pay  for  the 
expanded  intensive  case  management  services. 
Intensive  case  management  services  are  covered  by 
Medicaid  in  Michigan,  Rhode  Island,  Ohio  and  South 
Carolina.   Wisconsin  is  negotiating  the  coverage  of 
their  intensive  case  management  program.   These 
program  standards  are  in  Appendix  6. 
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IV.   RECOMMENDATIONS  REGARDING  THE  COMMITMENT  LAW 

AND  ITS  FUNCTIONS 

The  current  comrm  tment  law  is  extremely  difficult  to 
understand  and  we  were  told  of  wide  differences  in  the 
interpretation  of  the  law.   The  Board  of  Visitors  attorneys  at 
the  State  Hospital  estimate  that  up  to  80%  of  all  commi tmants  at 
the  Hospital  could  be  subject  to  challenge  due  to  violations  in 
the  procedures  used.   Alternatives  to  involuntary  commitment  seem 
to  be  seldom  explored,  partly  due  to  the  lack  of  flexible 
community-based  services  and  the  capacity  to  do  outreach. 
However,  alternatives  can  be  developed  in  the  current  system. 
The  staff  from  the  Montana  Protection  and  Advocacy  agency  report 
that  when  they  get  involved  in  the  commitment  process  during  its 
early  stages,  they  usually  are  able  to  develop  alternative 
treatment  programis  and  avoid  commitment. 

The  lack  of  community  services  also  increases  the  length 
of  stay  of  committed  persons  at  the  hospital.   Furthermore,  the 
lack  of  active  treatment  at  the  hospital,  due  to  lack  of  staff, 
seems  to  sometimes  cause  continuation  of  the  commitment  after  the 
initial  90  days. 

Recommendations  include  short-term  actions  that  should  be 
taken  immediately  to  improve  the  use  of  the  existing  commitment 
law,  and  long-term  recommendations  that  focus  on  broad  issue 
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areas  to  be  addressed  in  order  to  improve  the  current  commitment 
1  aw. 

Short-Term  Recommendations 

A.  Establish  a  work  group  of  community  mental  health 
providers,  family  members,  consumers,  judges  and 
attorneys  to  develop  a  manual  that  clearly  explains 
the  current  commitment  law  and  alternatives  to 
involuntary  commitment.   Make  the  manual  broadly 
available  to  consumers,  family  members,  mental  health 
service  providers,  county  attorneys,  public  defenders, 
county  judges,  justices  of  the  peace,  police  officers, 
sheriffs,  and  so  forth. 

B.  The  Department  should  request  immediately  an  opinion 
from  the  Attorney  General  of  Montana  on  the 
constitutionality  of  the  current  law's  application 
regarding  involuntary  medication.   In  many  other 
states  it  has  been  found  unconstitutional  to 
involuntarily  medicate  a  person  unless  a  due  process 
has  been  followed  to  find  the  person  incompetent  to 
make  decisions  about  his/her  treatment.   We  feel  that 
this  is  very  important  as  we  were  told  of  practices 
that  did  not  seem  to  take  into  account  a  person's 
competency  to  decide  about  his/her  treatment. 
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C.  Send  a  letter  from  the  Director  of  Institutions  to 
county  attorneys  directing  them  not  to  include  a 
medication  order  in  the  involuntary  treatment  order 
unless  it  is  clearly  specified  by  the  mental  health 
professional.   We  were  informed  of  this  practice  by 
some  county  attorneys.   It  appears  to  be  in  blatant 
violation  of  people's  rights  and  should  be  terminated 
immedi  atel y . 

D.  Tram  existing  staff  members  in  the  regions  to  become 
"experts"  in  the  commitment  process.   These  staff 
should  also  educate  the  local  attorneys  and  judges  on 
available  treatment  alternatives  to  commitment. 

We  believe  that  Montana's  commitment  law  should  undergo 
major  revisions  that  take  into  account  improved  community 
treatment  methods  and  the  right  of  persons  to  refuse  medication 
and  treatment,  unless  they  are  found  incompetent  to  make  this 
decision.   The  revised  commitment  law  should  also  give  more 
responsibility  and  authority  to  the  regions  to  make  treatment 
decisions,  especially  regarding  the  treatment  setting.   The 
following  long-range  recommendations  focus  on  revisions  of  the 
conimitment  law. 
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Long-Term  Recommendations 

E.  Establish  a  high  level  work  group,  possibly  a 
legislative  committee  with  consumer,  family  and 
provider  input,  to  examine  the  capacity  of  the  current 
mental  health  system  to  provide  commitment 
alternatives  and  to  revise  the  current  commitment  law. 

F.  Consider  the  following  issues  and  change  the 
commitment  law  accordingly. 

1)    Base  the  standard  for  commitment  on  the 
following  issues: 

a)  presence  of  mental  illness; 

b)  person  can  be  treated; 

c)  the  person  is  dangerous  to  self  or 
others . 

In  the  current  statutory  language,  the  term 
"seriously  mentally  ill"  is  defined  as 
"suffering  from  mental  disorder  which  has 
resulted  in  injury  to  self  or  others"  (i.e. 
the  person  is  dangerous).   The  term  "mentally 
ill"  is  defined  as  "suffering  from  mental 
disorder  which  has  resulted  in  an  inability 
to  make  treatment  decisions  and  to  care  for 
oneself."   We  feel  that  the  use  of  these 
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everyday  terms  in  this  context  of  the 
commitment  law  is  very  stigmatizing,  and 
mental  illness  and  serious  mental  illness 
should  be  more  accurately  defined  in  the 
revised  commitment  law. 

2)  Require  that  the  commitment  of  a  person  is 
made  to  the  mental  health  region  rather  than 
the  psychiatric  hospital.   The  region  would 
then  be  responsible  for  deciding  whether 
inpatient  treatment  or  outpatient  treatment 
is  appropriate.   If  the  region  chooses 
inpatient  treatment  as  the  most  effective 
option,  It  Ts  fiscally  responsible  for  the 
cost  of  treatment.   This  approach  is  used  in 
several  states,  including  Ohio,  Michigan  and 
Wisconsin.   The  main  goal  of  committing  the 
person  to  the  region  for  services  is  to 
provide  maximum  incentives  and  opportunities 
for  community-based  treatment. 

3)  Further  define  and  clarify  the  dangerousness 
criteria  in  the,  new  commitment  law.   The 
current  criteria  leaves  room  for  wide 
interpretations. 

4)  Determine  whether  a  separate  non- 
dangerousness  outpatient  commitment  criterion 
should  be  developed  for  Montana.   If  an 
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outpatient  commitment  criterion  is  developed, 
write  it  in  clear  terms  to  avoid  confusion 
and  differing  interpretations. 

5)  Carefully  consider  how  the  involuntary 
commitment  law  should  interact  with  the 
guardianship  statute  and  consider  changes  in 
guardianship  laws  as  well. 

6)  Require  that  the  commitment  exam  should 
clearly  determine  the  presence  of  mental 
illness,  that  it  can  be  treated,  and  that  the 
person  is  dangerous  to  self  or  others. 
Carefully  consider  which  mental  health 
professionals  should  be  authorized  to  conduct 
the  examinations. 

7)  Develop  a  clearly  defined  and  public  process 
to  determine  when  a  person  is  unable  to  make 
decisions  regarding  his/her  treatment  and 
medi  cation . 

G.   Develop  a  fiscal  package  in  connection  with  the 

revised  commitment  law  that  expands  the  funding  base 
of  community  mental  health  services  in  order  to 
develop  alternatives  to  involuntary  commitment. 
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V.   RECOMMENDATIONS  REGARDING  THE  UTILIZATION  OF 

AND  LINKAGES  WITH  THE  STATE  HOSPITAL 

Recommendations  one  and  two  listed  below  focus  on  the 
future  role  of  the  state  hospital;  recommendations  three  through 
nine  are  shorter  term  recommendations  regarding  the  hospital's 
relationship  with  the  regions. 

1 .      Examine  the  feasibility  of  phasing  down  the  state  hospital 
through  improved  community  treatment. 

Most  states,  including  Montana,  are  currently  continuing  a 
long-term  process  of  phasing  down  their  state  hospital  capacity. 
States  such  as  Vermont  and  Rhode  Island  are  in  the  process  of 
phasing  down  their  only  state  hospitals.   In  Vermont  when  the 
phase  down  is  complete,  the  state  hospital  will  only  operate  a 
forensic  unit  and  two  geriatric  units.   A  total  of  80  beds  will 
serve  Vermont's  population  of  560,000.   The  phase  down  is  being 
undertaken  over  several  years  and  involves  the  transfer  of  funds 
from  the  state  facility  to  community  services  to  strengthen  and 
e<pand  the  capacity  of  community  mental  health  services.   We  feel 
that  a  similar  phase  down  should  be  considered  for  Montana.   The 
state  of  Montana  has  a  slightly  larger  population  (800,000),  but 
the  sreat  distances  in  the  state  make  hospital  admissions  even 
more  disruptive  in  a  persons'  life  than  in  Vermont.   Also,  the 
distances  greatly  hamper  adequate  discharge  planning  and  lengthen 
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the  person's  stay  at  the  hospital.   For  these  reasons,  we  feel 
that  the  hospital  phase  down  and  concurrent  community  service 
improvements  should  be  openly  discussed  and  examined  at  the 
highest  policy  making  levels  in  the  state. 

2.  Establish  a  mechanism  whereby  the  mental  health  regions 
are  fiscally  responsible  for  paving  for  the  inpatient  care 
at  the  state  hospital. 

This  recommendation  will  be  discussed  more  in  Chapter  VI, 
Funding  Issues.   We  feel  that  strong  fiscal  incentives  must  be  in 
place  to  ensure  the  development  of  a  strong  community-based 
treatment  system  and  we"!  1 -developed  hospi  tal /communi  ty  services 
coordi nat i  on . 

3.  Establish  a  residency  policy  to  identify  the  region 
responsible  for  provision  of  services  for  each  Montana 
resident. 

This  residency  policy  will  be  especially  helpful  in 
expediting  the  discharge  of  patients  from  the  state  hospital. 
The  policy  will  also  be  helpful  to  determine  which  region  should 
serve  persons  who  need  to  move  from  nursing  homes  because  of  the 
OBRA  regulations.   Finally,  a  clear  residency  policy  will  help 
clarify  funding  responsibilities  between  regions  regarding 
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clients  who  move.   Many  states  have  developed  residency  policies 
that  could  be  used  as  a  basis  to  develop  Montana's  policy. 

4.      Immediately  restrict  and  eventually  stop  all  voluntary 
admissions  to  the  state  hospital. 

One  of  the  main  reasons  why  the  state  hospital  is  so  over- 
populated  IS  the  high  number  of  voluntary  admissions.   We  were 
told  of  situations  where  homeless  persons  in  need  of  a  meal  and  a 
place  to  sleep  are  transported  and  admitted  to  the  state 
hospital.   We  recommend  that  the  state  law  regarding  voluntary 
admission  review  be  followed  immediately  and  that  persons 
requesting  voluntary  admission  be  admitted  only  if  the  mental 
health  center  indicates  that  there  are  no  less  restrictive 
service  settings  available.   As  the  next  step,  a  workgroup  should 
be  established  to  develop  a  policy  that  prohibits  all  voluntary 
admissions  to  the  state  hospital.   The  workgroup  should  also 
identify  and  develop  alternatives  to  state  hospital  admission. 
Finally,  the  mobile  crisis  intervention  teams,  when  in  place, 
should  function  as  the  "gatekeepers"  for  all  hospital  admissions. 
These  teams  and  other  crisis  alternatives  to  be  developed  should 
be  able  to  divert  most  admissions  to  the  state  hospital. 
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5.  Establish  a  short-term  study  group  to  evaluate  the  impact 
of  the  new  bill  that  prohibits  emergency  detentions  in 

■i  a  i  1  s . 

The  new  bill  that  will  take  effect  on  .'uly  1,  1989  is  a 
major  improvement  in  the  care  of  person?  who  are  involved  in  the 
involuntary  commitment  system.   Its  impact  on  the  number  of 
hospital  admissions  is  not  known.   A  short-term  task  force  should 
be  established  to  study  the  impact  of  the  law  and  to  identify 
metnods  to  divert  persons  from  the  involuntary  system  to 
voluntary  non-hospital  services. 

6.  Monitor  the  length  of  stay  of  each  hospital  patient  and 
report  this  information  to  the  Department  and  the  regions. 

After  the  county  of  residency  for  each  person  has  been 
established,  this  utilization  data  will  be  helpful  in  identifying 
those  regions  whose  clients  have  the  longest  overall  lengths  of 
stay  at  the  hospital.   The  information  will  also  show  how  long 
patients  stay  in  certain  units.   This  data  should  be  used  to 
develop  baseline  information  on  hospital  utilization  by  each 
region  which  can  be  used  to  establish  policies  for  performance 
contracts  and  the  overall  funding  mechanism  to  charge  hospital 
costs  back  to  the  regions. 
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7.      Expand  the  current  membership  of  the  Admission  and 
Discharge  Review  Team  and  strengthen  Its  role. 

The  Admission  and  Discharge  Review  Team  (ADRT)  is  an 
innovative  mechanism  intended  to  expedite  the  discharge  of  state 
hospital  patients.   We  feel  that  there  are  several  ways  in  which 
this  function  could  be  strengthened.   First,  the  team  should  be 
expanded  by  including  a  family  member  and  two  consumers  (possibly 
persons  who  have  been  hospitalized  at  Warm  Springs).   Secondly, 
the  functions  of  the  team  should  be  expanded.   It  should  be 
responsible  for  identifying  the  state-wide  system  barriers  that 
impede  quick  discharges  and  for  proposing  solutions  to  these 
barriers.   The  team  should  report  any  system-wide  problems  and 
recommendations  for  solutions  directly  to  the  Director  of  the 
Treatment  Division.   As  part  of  the  process  for  developing 
solutions,  the  ADRT  should  conduct  a  survey  asking  current 
patients  at  the  hospital  to  identify  what  services/resources 
would  help  them  to  return  to  the  community  and  to  succeed  there. 
This  type  of  study  is  currently  underway  in  Vermont.   Finally, 
the  ADRT  should  be  responsible  for  identifying  state-level  staff 
training  needs  to  expedite  discharges  and  to  improve  community 
services.   The  chairperson  of  the  ADRT  should  be  a  non-mental 
health  provider,  e.g.  a  family  member,  consumer,  or  the  Director 
of  the  Board  of  Visitors. 


57 

8.  Identify  strategic  opportunities  1n  the  current  class 
action  suit  against  the  hospital  to  improve  hospital  and 
community  services. 

Class  action  suits  have  proven  to  be  effective  methods  of 
improving  mental  health  services  in  many  states,  including 
Massachusetts,  North  Carolina  and  West  Virginia.   The  current 
lawsuit  is,  understandably,  a  source  of  great  tension  and 
concern.   However,  a  court  ruling  mandating  the  State  of  Montana 
to  fund  needed  improvements  in  hospital  and  community  treatment 
could  have  a  dramatic  positive  impact  on  the  system.   The 
opportunities  in  the  suit  and  the  possibility  of  out-of-court 
settlement  should  be  identified,  examined  and  openly  discussed  by 
the  Department,  mental  health  advocates,  providers,  families  and 
consumers . 

9.  Implement  state-of-the-art  treatment  practices  at  the 
hospital . 

We  strongly  recommend  that  the  hospital  administration 
contract  for  consultant  services  to  help  develop  state-of-the-art 
treatment  practices  at  the  hospital.   This  consultation  should 
focus  on  overall  staff  training  and  orientation,  and  specifically 
address  issues  around  the  use  of  restraints  and  seclusion,  and 
intervention  strategies  when  a  patient  is  violent  or  suicidal. 
We  also  recommend  that  the  consultant  help  the  hospital  implement 
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the  most  current  treatment  methods  to  shorten  the  patients' 
length  of  stay,  including  methods  to  expedite  the  competency 
evaluations.   These  strategies  to  reduce  the  lengths  of  stay 
could  help  alleviate  the  overcrowding  situation  at  the  hospital. 

10.     Establish  patient  support  groups  at  the  hospital. 

Establish  at  least  one  support  group  for  current  patients 
at  the  hospital  to  educate  themselves  about  community  resources, 
mental  illness,  medications,  clients  rights,  and  to  build 
relationships  and  friendships  that  could  continue  after 
discharge.   These  support  groups  should  be  closely  linked  with 
consumer  support  groups  and  advocacy  efforts  in  the  community. 
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VI.   RECOMMENDATIONS  FOR  FUNDING  AND  RESOURCE  ALLOCATION 

It  is  evident  that  over  the  past  several  years  Montana's 
community- based  mental  health  system  has  received  very  little  new 
state  mental  health  funds.   In  fact,  the  vast  majority  of  new 
state  mental  health  dollars  has  been  allocated  to  Montana  state 
hospital.   It  is  also  evident  that  without  the  commitment  of  the 
staff  of  the  Mental  Health  Bureau  to  access  Medicaid  funds  for 
program  expansion,  the  community  mental  health  providers  would 
have  been  forced  to  reduce  their  services.   Since  Montana  is  also 
struggling  with  a  slow  economy,  funding  opportunities  for  mental 
health  services  appear  limited.   However,  there  are  several 
overall  strategies  and  specific  action  steps  that  we  recommend. 
Tf-,e  overall  strategies  are: 

1)  use  current  mental  health  funds  more  effectively; 

2)  increase  allocations  to  mental  health; 

3)  use  non-mental  health  funds  for  service  expansion. 

1 .     Use  current  mental  health  funds  effectively. 

A.   Assign  the  fiscal  responsibility  for  state  hospital 
use  to  the  regions.   The  major  problem  in  effectively 
using  current  mental  health  funds  is  that  more  than 
half  of  those  funds  are  spent  on  inpatient  services. 
We  strongly  recommend  that  mental  health  regions 
assume  the  fiscal  responsibility  for  all  hospital 
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treatment  in  order  to  develop  fiscal  incentives  for 
community  service  expansion.   Many  states,  including 
Michigan,  Ohio  and  Wisconsin,  have  adopted  or  are  in 
the  process  of  adopting  this  method  of  service 
funding.   State  level  staff  and  local  providers,  as 
well  as  nationally-known  consultants  would  be  helpful 
in  assisting  with  the  transition  plans.  We  also 
recommend  that  this  approach  be  piloted  in  one  or  two 
regions  before  it  is  uniformally  implemented. 

Maximize  Medicaid  coverage  of  services  through 
expansion  of  covered  services,  using  current  state 
mental  health  funds  as  the  match.   The  Medicaid  agency 
staff  in  Montana  is  commendably  willing  to  cooperate 
with  the  mental  health  system  to  develop  Medicaid 
covered  mental  health  services  in  the  state. 

In  many  states  the  required  Medicaid  state  match  for 
program  expansion  is  covered  by  existing  state  mental 
health  funds  spent  on  the  Medicaid  activity  by  local 
programs.   This  match,  sometimes  called  "soft  match", 
is  extensively  used  by  states,  for  example,  to  access 
the  targeted  case  management  option.   Montana  should 
investigate  the  expansion  of  Medicaid  covered  services 
using  the  "soft  match"  approach.   New  services  covered 
by  Medicaid  should  include  intensive  case  management. 
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crisis  intervention  and  crisis  alternatives. 
Consultants  who  are  knowledgeable  about  Medicaid 
program  expansion  should  be  used  to  further  develop 
this  strategy. 

Explore  the  possibility  of  creatively  using  current 
Medicaid  services  to  provide  expanded  community 
servi ces .   In  reviewing  the  Medicaid  contract,  the  fee 
for  services  contract,  and  the  community  mental  health 
standards,  these  consultants  did  not  find  any 
restrictions  concerning  the  required  service  location 
of  outpatient,  emergency  services  or  day  treatment 
services.   This  could  mean  that  intensive  case 
management  services,  rehabilitation  and  skills 
training,  and  crisis  alternative  services  provided  in 
a  person's  home,  work  site,  or  in  other  places  in  the 
community,  could  be  covered  under  the  existing 
guidelines.   We  recommend  that  the  Mental  Health 
Bureau  investigate  this  possibility. 

Explore  alternatives  to  the  current  aggregate  Medicaid 
fee  rate.   With  the  assistance  of  a  Medicaid 
consultant,  explore  the  implications  of  developing  a 
fee  structure  based  on  actual  costs  of  the  covered 
services.   Various  alternatives  to  the  current  rate 
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setting  structure  should  be  explored  and  their 
implications  considered. 

E .   Assure  that  mental  health  services  are  billed 


accordi  r 

ig  to 

Med 

icaid 

quidel 

i  nes 

and 

the 

fee 

for 

service 

contract 

qi 

jide 

1 i  nes , 

and 

that 

inappropriate 

bi 1 1 i  nq , 

i  ncl 

udi  nq 

dou 

ble  bi 

1  1  i  nq 

1,  be 

el 

imin 

ated.   ' 

We 

recommend  that  the  Medicaid  consultant  also  assist  in 
assuring  high  quality  billing  practices. 

F .  Extend  existing  mental  health  funds  by  using  special 
focus  outpatient  group  therapy  and  by  establishing 
peer  support  groups.   We  recommend  that  in  order  to 
relieve  the  pressure  on  the  outpatient  service  system, 
more  special  focus  group  counseling  be  used  and  peer 
support  groups  be  developed.   We  also  recommend  the 
establishment  of  peer  support  groups  and  peer 
counselors  for  elderly,  rural  women,  victims  of  sexual 
assault,  victims  of  domestic  violence,  and  so  forth. 

G.  Develop  strategies  to  further  shift  funds  from 
services  and  programs  that  segregate  persons  with 
mental  illnesses  to  integrated  programs.   We  recommend 
that  fiscal  incentives  for  segregated  or  group 
services  (i.e.  SSI  supplement  to  group  home  living, 
but  not  to  living  in  one's  own  home)  be  eliminated. 
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The  fee  for  service  contracts  and  other  funding 
strategies  should  be  developed  to  promote  community 
activities  rather  than  day  treatment,  normal  work 
rather  than  sheltered  work  or  facility-based  work, 
community  living  rather  than  group  living,  community 
mental  health  treatment  rather  than  office-based 
services,  and  so  forth. 

2.      Increase  allocations  to  communi tv-based  mental  health 
services. 

A .   The  Department  of  Institutions  should  assume  a  strong 
leadership  role  to  increase  state  allocations  to 
mental  health  services,  especially  "bridge  funding"  to 
begin  developing  strong  community  services  as  an 
alternative  to  state  hospital  service.   Even  though 
the  mental  health  system  has  not  been  successful  in 
increasing  its  funding  allocations  for  community 
services,  other  disability  areas  have  managed  to 
increase  their  allocations.   We  recommend  that  the 
Department  develop  a  comprehensive  budget  agenda 
focusing  on  expansion  of  community  services  and 
reduction  of  the  state  hospital  census. 

Relatively  small  amounts  of  new  state  funding  could  be 
specifically  targeted  to  development  of  high  quality 
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community  services  that  will  in  turn  reduce  the 
overall  system's  reliance  on  the  state  hospital 
services.   This  type  of  "bridge  funding"  to  build  the 
mental  health  system's  ove'^all  capacity  has  been 
successfully  used  in  many  states,  including  Wisconsin, 
Ohio  and  Vermont  to  leverage  the  shift  of  funding  and 
services  from  inpatient  services  to  community  based 
servi  ces . 

In  order  to  be  successful  in  this  effort,  however,  the 
Department  leadership  needs  broad-based  support  from 
mental  health  advocates,  consumers,  families  and 
providers. 

B.  Increase  the  amount  of  local  match.   We  strongly 
recommend  that  counties  be  required  to  contribute  a 
certain  amount  towards  the  treatment  of  their 
residents.   For  example,  many  states  require  a  10% 
local  match  for  state  funds. 

C .  Expand  the  Medicaid  coverage  of  targeted  services 
using  new  state  funds  as  a  match.   Expanding  Medicaid 
covered  services  through  "soft  match"  was  discussed  in 
I.B.   However,  we  also  recommend  that  services  be 
expanded  by  using  new  state  funds  as  additional 
Medicaid  match.   Services  provided  to  persons  affected 
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by  the  OBRA  regulations  should  be  the  first  priority 
for  expansion  using  the  state  allocated  match. 

Use  non-mental  health  funds  for  service  expansion. 

A.  Use  the  "blended  fund"  approach  to  maximize  vocational 
service  funds.   Montana's  Vocational  Rehabilitation 
agency  is  willing  to  "earmark"  federal  vocational 
rehabilitation  funds  to  serving  persons  with  severe 
mental  illnesses  if  the  Mental  Health  Bureau  provides 
the  required  20%  state  match.   This  is  an  excellent 
opportunity  to  leverage  80  cents  of  federal  funds  for 
each  20  cents  of  mental  health  funds.   These  kind  of 
bl ended-f undi ng  approaches  have  been  very  successful 
in  other  states,  especially  in  Ohio. 

B .  Access  housing  development  funds  to  increase  housing 
options,  including  home  ownership,  for  persons  with 
severe  mental  illnesses.   Because  of  the  state's 
economic  difficulties,  the  prices  of  single  family 
homes  are  very  affordable  in  Montana.   There  are  also 
a  number  of  foreclosed  properties  available  in  the 
state  at  a  very  reasonable  cost.   Montana's  mental 
health  system  has  an  excellent  opportunity  to 
dramatically  increase  the  number  of  available  housing 
units  for  persons  with  severe  mental  illnesses.   There 
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are  numerous  potential  funding  sources  for  housing 
development,  including  the  state  housing  finance 
authority,  HUD,  Farmer's  Home  Administration,  Stewart 
B.  McKinney  funds.  Community  Reinvestment  Act,  and  tax 
credits  and  syndication  opportunities.   All  these 
opportunities  should  be  explored  by  the  state, 
possibly  with  help  from  a  consultant  experienced  in 
housing  financing. 

C.  Access  funds  from  the  Developmental  Disability  and 
Alcohol  and  Drug  Abuse  systems  to  serve  persons  with 
dual  di  sabi 1 i ties.   We  recommend  that  state-level 
interagency  agreements  be  developed  to  help  access 
service  funds  for  persons  with  dual  or  multiple 
disabilities.   Local  programs  should  be  encouraged  to 
develop  contracts  with  local  substance  abuse  and 
developmental  disability  agencies  to  fund 
individualized  services  for  persons  with  dual 

di  sabi 1 i ties . 

D.  Mental  health  regions  should  maximize  collections  from 
existing  service  contracts  to  cover  the  total  cost  of 
these  services.   We  recommend  that  the  contracts  to 
conduct  evaluations  at  public  schools  or  to  provide 
services  to  persons  who  are  on  probation  and  parole  be 
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fully  covered  by  the  agency  that  contracts  for  the 
service,  and  not  subsidized  by  mental  health  funds. 

Maximize  collections  from  client  fees.   Collections 
from  clients  who  can  pay  for  their  treatment  should  be 
maximized.   Persons  who  can  pay  a  portion  of  their 
treatment  should  be  given  that  opportunity.   A  state- 
wide fee  policy  should  be  established  to  maximize 
client  fee  collections. 

Encourage  and  train  local  providers  to  view  the 
community  as  a  resource  for  needed  services  and 
suppi ies .   Many  line  staff  in  the  current  system 
skillfully  access  numerous  community  resources.   These 
staff's  knowledge  and  expertise  should  be  made 
available  to  other  service  providers  through 
newsletters  or  ongoing  state-wide  training  programs. 
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VII.   OTHER  RECOMMENDATIONS 

The  recommendations  listed  below  address  issues  that  were 
raised  by  many  persons  during  the  site  visit.   These  concerns 
focus  on  the  Department  of  Institutions  itself  and  we  feel  that 
these  issues  should  be  raised  in  a  separate  section  to  give  them 
the  visibility  that  they  need.   The  format  of  these 
recommendations  follows  the  format  used  in   previous  sections. 
The  first  seven  recommendations  focus  on  short-term  issues,  the 
last  three  recommendations  focus  on  longer-term  issues  regarding 
the  Department. 

Short-Term  Recommendations 

A.   The  Mental  Health  Bureau  is  clearly  understaffed  and 
the  number  of  staff  positions  in  the  Bureau  should  be 
increased.   The  problem  of  lack  of  staff  is  tied  to 
lack  of  funding  for  the  staff  positions.   We  recommend 
that  the  Bureau  should  immediately  investigate  the 
possibility  of  funding  positions  in  the  Bureau  that 
are  involved  in  Medicaid  issues  (OBRA,  Medicaid 
services)  by  using  Medicaid  funds.   This  approach  has 
been  successfully  used  in  many  states  to  expand  state 
mental  health  office  staff. 
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We  also  recommend  that  future  expansion  of  Medicaid 
coverage  of  mental  health  services  result  in 
concomitant  increases  in  Medicaid  funded  staff 
positions  at  the  Mental  Health  Bureau,  in  order  to 
assure  high  quality  Medicaid  practices  by  the  mental 
health  system. 

Thirdly,  we  recommend  that  all  community  mental  health 
program  expansion  funding  proposals  include  funds  for 
staff  at  the  state  level  to  provide  technical 
assistance,  training  and  monitoring. 

B.   The  Mental  Health  Bureau  should  immediately  assume  a 
proactive  and  assertive  function  in  staff  training. 
The  recommendations  in  this  document  list  numerous 
staff  training  activities  that  are  crucial  to  the 
success  of  an  effective  community-based  treatment 
system.   The  Bureau  currently  has  some  federal  human 
resource  development  funds  that  could  be  used  to  start 
developing  improved  training  opportunities.   Below  are 
some  suggestions  on  how  the  training  could  be 
provi  ded . 

1)    Establish  an  annual  state-wide  mental  health 
training  conference  that  brings  together 
families,  consumers,  providers  and  leading 
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mental  health  providers  and  researchers  from 
around  the  nation. 

2)  Establish  regional  training  programs  to  avoid 
long  staff  travel  and  repeat  each  training 
program  in  each  region. 

3)  Investigate  mechanisms  to  provide  training 
through  teleconferencing,  using  videos, 
audiotapes,  and  so  forth, 

4)  Use  newsletters  to  provide  an  information 
exchange  network  to  Montana's  service 
providers  to  share  and  access  information. 

5)  Subscribe  to  magazines  and  journals  that 
focus  on  community  treatment  of  mental 
illness  and  distribute  key  articles  to  staff 
throughout  the  state.   Encourage  agencies  to 
subscribe  to  these  materials  as  well. 

C.   Require  that  persons  who  are  certified  mental  health 
professionals  participate  in  continuing  education  and 
training  in  order  to  maintain  their  certification. 


D.   Provide  technical  assistance  to  the  regions  in  program 
development.   The  Bureau  should  have  the  capacity 
through  its  own  staff  or  through  contract  staff  to 
provide  hands-on  technical  assistance  to  regions  on 
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program  development  and  service  provision,  including 
treatment  planning. 

E.  Contract  for  the  services  of  a  state  medical  director 
to  increase  the  clinical  credibility  of  the  Bureau. 
We  recommend  that  the  psychiatrist  have  a  strong 
community  orientation  and  be  independent  of  existing 
public  mental  health  facilities  to  avoid  conflict  of 
interest.   Psychiatrists  from  outside  of  Montana  might 
be  available  to  provide  this  consultation. 

F.  Invite  families,  consumers  and  mental  health  advocates 
to  attend  the  annual  contract  negotiations  between  the 
Bureau  and  the  Community  Mental  Health  Centers,  and 
encourage  their  participation  and  input. 

G.  The  Mental  Health  Bureau  should  begin  exploring 
alternatives  to  the  current  unit  price  system  for 
mental  health  services.   Instead,  consider  negotiating 
performance  contracts  with  the  Community  Mental  Health 
Centers  that  emphasize  clinical  and  system  outcomes 
such  as  targeting  services  to  priority  clients, 
enhancing  crisis  intervention  and  intensive  case 
management  services,  reducing  recidivism  and 
increasing  the  number  of  persons  with  severe  mental 
illnesses  who  live  in  their  own  homes  and  have 
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community  work  and  a  stable  income.   Performance 
contracts  should  assure  local  mental  health  systems 
with  a  base  level  of  funding  according  to  geographic 
size,  service  needs,  and  population  and  poverty 
indicators.   The  base  level  would  provide  a  core  of 
clinical  services  and  administrative  supports. 
Additional  funding  would  be  negotiated  according  to 
clinical  and  system  outcomes  and  expansion  of  state- 
of-the-art  services  to  priority  populations. 

Long-Term  Recommendations 

Seriously  consider  relocating  the  Mental  Health  Bureau 
in  the  organization.   Some  alternatives  presented  to 
us  during  the  site  visit  were  the  following: 

1)  Combine  the  Mental  Health,  Alcohol  and  Drug 
Abuse,  and  Developmental  Disability  Services 
into  one  department. 

2)  Move  the  Mental  Health  Bureau  and  the 
administration  of  the  State  Hospital  to  the 
Department  of  Social  and  Rehabi  1  i  tat -^  on 
Services  where  the  community  service  office 
for  persons  with  developmental  disabilities 
is  located. 

3)  Create  a  separate  Department  of  Mental 
Health.   Field  staff  and  administrators  feel 
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that  community  mental  health  service  issues 
receive  little  attention  or  priority  in  a 
department  that  also  operates  the 
institutional  system,  including  the  prisons. 

We  were  also  told  that  the  budget  requests  of  the 
Department  of  Institutions  are  handled  by  legislative 
committees  that  are  responsible  for  institutional 
services  and  thus  have  little  understanding  or 
commitment  to  community  mental  health  issues  which  may 
partially  explain  the  lack  of  new  funds  budgeted  for 
community  mental  health  services  over  the  past  years. 

I.   The  legislature  should  be  educated  about  the  needs  of 
the  mental  health  system  through  legislative  forums. 
The  Department  should  coordinate  one  or  more  forums  to 
the  legislature  focusing  on  community  mental  health 
issues.   This  approach  was  recently  used  successfully 
in  the  state  of  Washington  with  the  assistance  of  the 
Mental  Health  Project  of  the  National  Conference  of 
State  Legislatures. 

J.   The  Department  should  assume  a  strong  leadership  role 
in  the  state  to  develop  and  fund  expanded  community 
services  for  persons  with  severe  mental  illnesses, 
including  overhauling  the  state's  mental  health  cede. 
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It  was  evident  during  the  site  visit  that  Montana's 
mental  health  system  is  ready  to  undertake  a  major 
shift  towards  expanding  community  services  to  persons 
with  severe  mental  illnesses.   There  was  broad-based 
agreement  about  the  general  direction  that  this 
expansion  should  take.   The  Department,  with 
collaboration  from  families,  consumers,  providers  and 
advocates,  should  now  assume  the  leadership  role  in 
developing  political  support  and  initiatives  to  change 
the  statutory  language  to  expand  these  services  in 
Montana . 
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VIII.   RECOMMENDATIONS  ON  CHOOSING  WORDS  WITH  DIGNITY 

The  words  we  choose  to  use  to  portray  people  with  mental 
illnesses  reflect  our  attitudes  and  beliefs  about  the  value, 
dignity  and  worth  of  people  with  disabilities.   Our  words 
influence  the  public  perception,  and  consequently  the  public 
reception  and  acceptance  of  people  with  disabilities.   People 
with  disabilities  are  people  first  and  foremost,  who  also  happen 
to  have  a  disability,  or  a  different  set  of  abilities. 

Progressive  mental  health  systems  use,  at  all  times, 
descriptive  words  that  emphasize  the  person's  worth  and 
abilities,  not  the  disabling  condition.   They  understand  that 
people  may  have  a  disorder  or  disability  but  the  people  are  not 
the  disability.   They  also  recognize  that  people  are  diminished 
when  they  are  described  by  diagnosis  (e.g.  "schizophrenic", 
"paranoid",  "borderline"),  by  slang  (e.g.  "psychos",  "schizos"), 
and  ty    phrases  that  negatively  categorize  them  (e.g.  "the 
mentally  ill",  "the  chronically  mentally  ill",  "young  chronics", 
"retarded",  "dually  diagnosed").   Medical  terms  such  as  "patient" 
are  not  used  in  these  systems  to  refer  to  people  who  are  not  in 
medical  settings,  because  they  are  inconsistent  with 
rehabilitation  and  community  support  philosophy. 

We  propose  that  it  should  be  the  written  and  public  policy 
of  the  Montana  Department  of  Institutions  and  the  Community 
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Mental  Health  Centers  not  to  use  the  labels  like  "the  seriously 
mentally  ill"  or  use  terms  like  "he  is  a  bi-polar  disorder".   It 
should  be  the  policy  of  all  programs  to  refer  to  the  people  they 
serve  as  "persons  with  severe  and  persistent  mental  illnesses"  or 
"consumers".   All  current  and  future  documents  should  reflect 
thi  s  pol i  cy . 

It  should  further  be  recognized  that  no  single  term 
accurately  reflects  the  circumstances  and  preferences  of  all 
people  with  psychiatric  labels.   Individuals  should  be  consulted 
regarding  their  personal  preferences  and  consumer  and  expatient 
organizations  should  provide  input  into  the  terminology  to  be 
used  in  documents. 
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IX.   CONCLUSION 

The  above  recommendations  are  a  summary  of  critical 
activities  that  can  be  undertaken  to  further  build  and  expand 
Montana's  mental  health  system  consistent  with  established  state- 
of-the-art  service  modules  for  adults  with  severe  and  persistent 
mental  illnesses.   It  should  be  noted  that  no  state  in  the  nation 
has  fully  implemented  all  of  the  recommendations  in  this  report, 
but  that  all  states  are  in  the  process  of  implementing  some  or 
even  most  of  them. 

Montana's  mental  health  system  is  at  a  critical  juncture 
in  its  development.   There  are  many  opportunities  in  the  current 
system  that  could  be  successfully  used  to  dramatically  shift  and 
improve  the  current  system.   There  are  also  many  small  steps  that 
could  be  immediately  implemented  to  improve  the  existing 
serv  i  ces . 

We  firmly  believe  that  with  the  participation  of  families, 
consumers,  state  staff,  providers  and  mental  health  advocates  in 
the  process  of  implementing  the  recommendations  in  this  report, 
the  state  of  Montana  will  be  able  to  dramatically  improve  the 
quality  of  life  of  those  Montanians  with  severe  and  persistent 
mental  i 1 1 ness . 
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TENTATIVE  SCHEDULE 

for 
Sinikka  McCabe,  Technical  Assistance  Consultant 
.  to  the  Mental  Health  Bureau 

^  May  15-19,  1989 

May  15,  1989-Helena 

8:00-9:30  a.m.  Get  acquainted,  I'lHB  staff  and  Department  Director 

9:30-10:30  a.m.  State  Mental  Health  Advisory  Council  (DofI) 

10:30-11:30  a.m.  Kris  Bakula,  MAP  (MAP  office) 

1:00-1:45  p.m.  Steve  Waldron  (512  Logan) 

2:00-2:30  p.m.  Lowell  Uda,  SRS  (Medicaid)  — 

2:30-3:30  p.m.  Consumers  and  Family  Members  (AMI  office) 

3:40-4:30  p.m.  Al  Smith  and  Mary' Gallagher  (DofI) 

6:00-7:00  p.m.  Mental  Health  Association  of  Montana  and  others  (MHAM  Offfice) 

May  16,  1989-Miles  City 

9:30-10:30  a.m.  Frank  Lane  and  administrative  staff 

10:30-noon  Day  Treatment  staff  and  consumers 

1:30-2:00  p.m.  Case  managers 

2:30-3:30  p.m.  Representative(s)  of  Governing  Board 

3:30-4:15  p.m.  Transitional  Living 

5:00-7:00  p.m.  Consumers  and  Family  Members  (102  South  Strevell) 

May  17,  1989-Missoula  y 

9:30-10:30  a.m.  Clark  Anderson  and  administrative  staff 

10:40-noon  River  House  staff  and  consumers 

1:30-2:00  p.m.  Case  managers 

2:00-3:00  p.m.  Representatives  of  Governing  and/or  Advisory  Boards 

3:00-4:00  p.m.  Transitional  Living 

7:00-9:00  p.m.  Consumers  and  Family  Members  (site  to  be  arranged) 

May  18,  1989-Great  Falls 

7: CO  a.m.  Leave  Missoula 

10:00  a.m.  Arrive  Great  Falls 

10:00-11:30  a.m.  Dick  Hruska  and  administrative  staff 

1:00-3:00  p.m.  New  Directions,  staff,  consumers,  and  case  managers 

3:00-4:00  p.m.  Transitional  Living 

4:00-4:30  p.m.  Representative(s)  of  Governing  Board 

6:00-6:30  p.m.  Great  Falls  Chapter  MHAM  (site  to  be  arranged) 

6:30-7:30  p.m.  AMI-Consurr,ers  and  Family  Members  (site  to  be  arranged) 

May  19,  1939-Montana  State  Hospital 

7:30  a.m.  Leave  Helena 

9:00  a.m.  Arrive  Montana  State  Hospital 

9:00-9:30  a.m.  Jane  Edwards 

9:30-10:30  a.m.  Intake  and  pre-release  staff 

10:30-11:30  a.m.  Pre-release  patients 

ll:30-noon  Open/Wrap-up 

12:00-2:30  p.m.  Lunch  and  Return  to  Helena 

^:00-4:00  p.m.  Vocational  Rehabilitation  (VR  Office) 

NOTE:  We  are  obviously  trying  to  arrange  a  lot  of  travel  and  contact  in  a  very  short 
period  of  time.  Common  sense  suggests  that  not  everything  will  go  exactly  as 
scheduled.   Patience  and  tolerance  will  be  appreciated.   Thanks! 
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Persons  Interviewed 
GREAT  FALLS 
Sharyn  Hughes 
Frank  J .  Remvi 1 le 
Betty  St i mac 
Patsy  Anderson 
Cindy  Merchant 
Nancy  Buford 
Charles  Foster 
Barbara  Stewart 
Bunny  Albers 

Robert  B.  LeLieuvre,  Ph.D. 
Linda  Hatch 
Dick  Hruiska 
Larry  Re:,'sstad,  CPA 
Michael  McLaughlin,  Ph.D. 
Kennetn  B.  Kiev  in  A.C.S.W. 
Nancy  Reppe 
Nancy  Dow 
Linda  Van  Buren 
Gary  Lewis 
David  Buck 
Rick  Smith 
Bob  Wear 
Wal 1 y  Czech 
Mem.bers  of  New  D"  recti  ons 


Mi les  City 

Jeanne  Vetch 

PattT  Struck 

Nancy  Stai  gmi 1 ler 

Clients  at  Day  Treatment  Unit 

Eric  Wahler 

Frank  Lane 

Tom  Peterson 

Linda  Helen 

Apr  1 1  L .  Mil roy 

Ted  Hi rsch 

Gerald  Himelspach 

Thomas  A.  Robertson 

Gordon  Jackson 

Del  1  a  Austi nson 

Residents  at  Clark  Street  Inn 

Christine  Gregory 

Fern  L.  Lawlc 

Neva  King 

Joan  Brown 

John  Sampsel ,  M . D. 

Helen  Sampsel 


Mi  ssou1 a 

Barbara  Hale 

Laura  M.  Risdahl 

Nina  F.  Brooks 

Christy  Odum 

Fred  Roderick 

Dorothy  Salrrionson 

Russell  C.  Mcsbarger,  Jr 

Dol 1 1  Poe 

Marty    Omshuk 

Bill  Hensl ei  gh 

Ruth  Haugen 

Barbara  W.  Gissispie 

Dorothy  Guth 

Harriet  Humes 

John  butler 

Jerry  Price 

Jane  "''remper 

Jean  Sharkey 

G.  Clark  Anderson 

Margaret  Crcwle> 

John  Lynn 

Jay  R.  Palmatier 

Bill  £i 1 verman 

Hei a  1  DavT  s 

Joe  Black- man 

Christy  Lapp 


Cindy  Robel 

Brian  Parks 

Leanne  Young 

Pat  Spal ie 

Mike  Flaherty 

Ri chard  J .  Wi 1 T i ams 

Janet  Stevens 

Kent  El  1 sworth 

Jim  Parker 

Members  of  River  House 

Carole  Engler 

Renee  M.  Hensen 

Dan  R.  Mclnt/re 

Diane  Wastier 


Helena 

Barbara  Garrett 
John  Lynn 
Dick  Hrusl-a 
Gary  Walsh 
Paul  Miller 
Suzanne  Taunt 
Jean  Porter 
Patty  Kramer 
Li nda  A  1 1  red 
Joy  McGrath 
Tom  Cherry 
^;  r  ■  s  B  u  k  u  1  a 
Steve  Waldron 
Lowell  Uda 
Al  Smth 
Mary  Gal  1 agher 
Dana  Smith 
Mi  ke  Ke  1  1  y 
John  "horson 
Carroll  J  e  -^  k  i  n  s 
Curt  Chishclm 
Peg  wi  1  1  1  a~.s 


Bi 1 1 i  nqs 
Tom  Posey 


Warm  Springs 

Jane  Edwards 

Ray  Lappin 

Two  patients  at  Warm  Springs  State  Hospital 
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WRITTEN  MATERIALS  REVIEWED 


Montana  State  AFL-CIO 

Comments  about  the  Montana  State  Plan  for  Mental  Health  services 

Montana  State  Plan  for  Mental  Health,  FY  1990-1993 
Public  forum  -  Minutes  from  Helena 

Response  to  the  Montana  Mental  Health  Plan 
for    FY  1990-1993  by  Florence  Foster 

Montana  State  Plan  for  Mental  Health 
Public  forum  -  Minutes  from  Billings 

Montana  State  Plan  for  Mental  Health,  FY  1990-1993 
Public  forum  -  Minutes  from  Glendive 

PI  uk-Parents ,  Let's  Umte  for  Kids 

Comments  on  the  State  Plan  for  Mental  Health  services 

Montana  State  Hospital 

Review  and  comment  on  the  FY  1990-1993  State  Plan  for  Mental 

Health  Services 

Eastern  Montana  Mental  Health  Plan 

Response  to  Tentative  Draft,  Montana  Mental  Health  Center, 

FY  1990-1993 

Testimony  to  the  Mental  Health  Plan  Public  Forum 
Minutes  from  Miles  Community  College 

Montana  Advocacy  Program,  Inc.  Board  of  Directors,  Montana 

Ad'.ocacy  Program 

Ccmmer-s  on  D  of  I  State  Mental  Health  Plan 

Mental  Health  Protection  and  Advocacy  Prcgrar,,  Mental  Health 
Protection  &  Advocacy  Advisory  Council 
Ccm-r^ents  on  D  of  I  State  Menta"'  Health  Plan 

Critique  cf  Initial  State  Plans  Required  by  the  State  Mental 
Health  F'an    Act  (Title  V  cf  P.L.  99-560)  from  Director,  Dessl, 
NIMH 

Mental  Health  Cente',  Billings 

Written  Comments  Regarding  the  Tentative  Dra-^'t  for  the  Montana 

Mental  Health  Plan  for  the  Years  1990  through  1993 

Weste'-n  Montana  Regional  Community  Mental  Health  Center 
Re/iew  of  the  Montana  Mental  Health  pian 


Montana  State  Plan  for  Mental  Health,  FY  1990-1993 
Public  forum  -  Minutes  from  Butte 

Montana  State  Plan  for  Mental  Health  Services,  FY  1990-1993 
Review  of  the  Daniels  County  Chapter  of  Mental  Health  for  Mental 
Health 

Montana  State  Plan  for  Mental  Health,  FY  1990-1993 
Public  forum  -  Minutes  from  Missoula 

Mental  Health  Law  Project 

Comments  on  the  Second  Draft  of  Montana's  Comprehensive  Mental 

Health  Plan 

Mental  Health  Law  Project 

Comments  on  the  First  Draft  of  Montana's  Comprehensive  Mental 

Health  Plan 

Department  of  Institutions  Mental  Health  Bureau 

Evaluation  of  Western  Montana  Regional  Community 

Mental  Health  Center,  Region  7  -  Intensive  Case  Management 

Program 

Department  of  Institutions  Mental  Health  Bureau 

Evaluation  of  Mental  Health  Services,  Inc.,  Region  IV  -  Intensive 

Case  Management  Program 

Department  of  InstTtutions  Mental  Health  Bureau 

Evaluation  of  Eastern  Montana  Regional  Cc^imuni  ty  Mental  Health 

Center,  Region  I  -  Intensive  Case  Management  Program 

Department  of  Institutions  Mental  Health  Bureai; 

Evaluation  of  Mental  Health  Center,  Region  III  -  Intensive  Case 

Management  Prograr^ 

DepartTient  c-f"    Institutions  Mental  Health  Bureau 

Evaluation  of  Golden  T-'iangle  Community  Mental  Health  Center 

Region  II  -  Intensive  Case  Management  Program 

Montana  Department  of  Social  and  Rehabilitation  Services 
Contract  Summary  to  Provide  Mental  Health  Services  for  Medicaid 
Eligible  Individuals 

Community  Mental  Health  Fee-For-Serv i ce  Contract 

Mental  Health  Residential  Ser\'ices  Division  (20.14.503  and  Sub- 
Chapter  5)   Certification  of  Mental  Health  Professional  Persons, 
and  Clinical  Privileges  Criteria 

Montana  Community  Mental  Health  Center  Standards 

Montana  State  Plan  for  Mental  Health,  FY  1990-1993  (revised) 

2 


Organizational  Charts  of  Department  of  Institutions  and  Treatment 
Services  Division 

Letter  to  Governor  Stevens  from  Thomas  M.  Posey,  dated  May  12, 
1989 

Letter  to  Dan  Anderson  from  Barbara  Garrett,  dated  March  14,  1989 

Letter  to  Winmfred  Storli  from  John  J.  Drynan,  dated  March  4, 
1988 

Written  comments  to  Simkka  Mccabe  by  Winmfred  Stcrli 

Letter  to  Winmfred  Storli  from  Charles  A.  Rhodes 

Article: 

"VcLith  Dies  After  Jailing",  Mon  Ami  nev>/s'!  etter ,  undated 
Articles  published  ^ n  Daily  Interlake: 

"0-pficials  Unload  Frustrations  0\er  Jailing  Merta"!  Patients" 
Pind  Substitute  For  Ja-ling  Mentally  111" 

"Hospital  Tuf".-".s  Av'/ay  '''ertal  Patient" 

'Mental  Health  -  A  Nighf^iare  He^'e;  and  Mental  Healths' 
Squabble  Continues' 


VarTcur-  statistical  recorts  frcn    the  Mental  Hr.. 
regarding  CHMC  priority  groups 

Mc'itana  Mental  D"3ibi  Titles  Board  of  'visitors 
Revie-^  of  Montana  State  Hcsp-tal,  F't  1987 

Montana  Mental  Disicilities  Board  cf  \''s^-zrs 
Report  on  Mental  Health  Services,  Inc.,  Peg"cn 


FY,  1? 


Montana  Mental  Disibilities  Board  of  Visitc'^s 

Report  on  Golden  Triangle  Community  N'ental  Health,  Pegior.  II  - 

FY,  19  S  S 

C"!ass  action  suit  against  the  Department  cf  Institutions  and 
Montana  State  Hospital 

Montana  State  Statutes,  Chapter  2  1  -  Mentally  111 

House  B-11  No.  185 


Memorandum  of  Understanding  by  the  Montana  Department  of  Social 
and  Rehabilitation  Services,  and  Montana  Department  of 
Institutions,  to  assure  that  all  services  meet  the  Department's 
criteria  for  medical  necessity  and  are  provided  by  a  clinically 
privileged  persons 

Cooperative  Agreement  Between  the  Department  of  Social  and 
Rehabilitation  Services  Rehabilitative  and  Visual  Divisions  and 
the  Department  of  Institutions  Treatment  Services  Division 

Montana  Supported  Employment  Demonstration  Project,  Executive 
Summary 

Special  SSI  and  Medicaid  benefits:   A  Guide  for  Montanians  Who 
Wort:  or  Want  to  Work 

Eastern  Montana  Community  Mental  Health  Center 
19S8  annual  report 

Description  of  River  House  Recreation  and  Day  Treatment  Program 
Call  for  volunteers 

Report  with  Recommendations  Concerning  Governance,  Management, 
and  Planning.   Prepared  at  the  Request  of  the  Western  Montana 
Regional  Community  Mental  Health  Center,  March,  1333,  The 
Greystone  Group,  Inc. 

Disincentives  for  Employment  of  Seriously  Mentally  111  by  W. 
Storl 1 

Chapter  7:   "What  Comes  After  Hospital"  from  Surviving 

Schi  zcL'hrem  a  by  E.  Fuller  Torrey,  Harper  &  Row,  1983,  provided 

to  SmiKka  McCabe  by  W.  Stcrli 

Western  Montana  Regional  Community  Mental  Health  Center 
Management  Team  Notes  -  Blue  Sheet,  March  29,  3C ,  and  31,  1989 

Western  Montana  '^'egional  Community  Mental  Health  Center 
Memorandum  Regarding  Emergency  Services,  dated  Novem.ber  10,  1933 

Western  Montana  Regional  Community  Mental  Health  Center 
Emergency  Service  Survey 

Entrance  Criteria  for  T-House  residents 

Reasons  Why  Someone  Might  Be  As!  ed  to  Leave  a  T-House 

Exit  Criteria  for  T-House  residents 


Golden  Triangle  Community  Mental  Health  Center  Informational 
Booklet 


New  Directions  Center,  Weekly  Schedule 


National  Clubhouse  Expansion  Project,  Faculty  for  Clubhouse 
Development,  Two  and  One-half  Day  Consultation  Protocol:   An  Aid 
for  Site  Review  and  Self  Study 

New  Directions  Observer 

Golden  Triangle  Community  Mental  Health  Center 

Response  to  the  Tentative  Draft  of  the  Montana  Mental  Health  Plan 

for  FY  1990-1993 

Letter  to  Diet-  Hruska  from  Fred  Harshman,  dated  April  19,  1989 

Montana  State  Hospital  Admissions  by  Region  and  Commitment 
July  1,  1986  thrcugh  June  30,  19SS 

Golden  Triangle  Community  Mental  Health  Center,  County  Cost 
Analysis  (FY  ended  June  30,  1988) 

Montana  State  Hospital  Admissions  Report 

Brochure  of  New  Directions  Center 

Brochure  of  Golden  Triangle  Community  Mental  Health  Center 

Montana  Alliance  for  the  Mentally  111  newsletter,  Spring  1989 

Vocational  Rehabilitation  Client  Assistance  Program: 
A  Handbook  for  Clients  and  Applicants 

Rights  of  Devel opmental 1 y  Disabled  Montanians,  4th  edition 
Montana  Advocacy  Program,  Inc. 

Montana  State  Hospital  Mission 


Montana  State  Hospital 
Montana  State  Hospital 
Montana  State  Hospital 
Montana  State  Hospital 
Montana  State  Hospital 
Montana  State  Hospital 
Montana  State  Hospital 
Montana  State  Hospital 


Warm  Springs  Campus  Description 

Intake  Unit 

Intensive  T'-eatment  Unit  (A  and  C  wards'; 

Intensive  Treatment  Unit  (D  ward) 

Extended  Treatment  Unit 

Pre-Release  Unit 

Forensic  Treatment  Unit 

Lighthouse  Drug  Treatment  Program 


Montana  State  Hospital,  Alcoholism  Recovery  Program 

Montana  State  Hospital,  Long-Term  Care  Unit 

Montana  State  Hospital,  Trimester  Report 
Staff  Development  Department. 
January,  February,  March,  April,  1989 

Montana  State  Hospital  Warm  Springs  Campus 
Operating  Hospital  Policy  and  Procedure 

Montana  State  Hospital,  Trimester  Report 

Staff  Development  Department. 

September,  October,  November,  December,  1988 

Montana  State  Hospital,  Galen  Campus 

Montana  State  Hospital,  Summary  of  Census  Information,  FY  1988 

T-House,  Missoula,  Structure  of  the  level  system 

Description  of  Montana's  Mental  Health  System  by  Golden  Triangle 
Community  Mental  Health  Center 
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Introduction  The  past  decade  has  seen  a  rising  tide  of  concern  surround- 

ing the  treatment  of  persons  with  severe,  disabling,  and 
long-term  mental  illness.  No  longer  are  persons  with  long- 
term  mental  illness  isolated  in  the  back  wards  of  mental 
institutions.  Increasingly,  they  are  living  in  community 
settings  and  receivmg  community-based  care.  However, 
critics  have  noted  that  conditions  in  the  communit>  often 
are  as  bad  as  those  in  institutions— people  with  mental 
illness  are  isolated,  neglected,  stigmatized,  untreated,  and, 
in  some  cases,  abused.  The  need  for  improved  care  is 
evidenced  by  the  very  visible  and  growing  problem  of 
homelessness  among  mentally  ill  individuals. 

Clearly,  mental  health  treatment  alone  is  not  enough. 
TTiere  is  general  agreement  that  persons  with  long-term 
mental  illness  require  a  range  of  basic  community  services 
and  supports  which  has  become  known  as  a  Community 
Support  System  (CSS).  The  CSS  concept  was  designed 
by  the  National  Institute  of  Mental  Health  (NIMH)  in 
collaboration  with  state  mental  health  officials,  family 
groups,  consumer  groups,  researchers,  citizen  advocates, 
and  others  across  the  nation.  The  CSS  concept  recognizes 
that  traditional  mental  health  services  are  not  enough, 
and  that  services  such  as  housing,  income  maintenance, 
medical  care,  and  rehabilitation  are  also  essential.  Thus, 
the  concept  includes  the  entire  array  of  services,  supports, 
and  opportunities  needed  by  persons  in  order  to  function 
within  the  community. 

This  booklet  descnbes  the  current  CSS  concept  and 
philosophy.  It  presents  basic  information  about  CSSs  such 
as  why  they  are  needed,  who  should  be  served  by  CSSs, 
what  pnnciples  should  govern  service  delivery,  what  ser- 
vices should  be  provided  within  a  CSS,  and  what  progress 
has  been  made  toward  the  development  of  CSSs.  The 
booklet  is  designed  for  a  wide  audience  including  policy- 
makers, planners,  service  providers,  families  of  persons 
with  long-term  mental  illness,  advocates,  and  consumers 
themselves.  It  is  designed  for  all  who  share  a  concern 
for  persons  with  long-term  mental  illness  and  an  interest 
in  improving  the  services  they  receive  in  our  nation's 
communities. 


Foreword  In  the  fall  of  1987,  the  National  Institute  of  Mental  Health 

celebrated  the  tenth  anniversary  of  the  Communitv  Sup- 
port Program  (CSP).  CSP  was  designed  as  a  pilot  program 
to  stimulate  and  assist  states  and  communities  in  improv- 
ing opportunities  and  services  for  adults  with  seriously 
disabling  mental  health  problems.  One  outcome  of  the 
1977  participatory  planning  process  was  the  development 
of  a  new  conceptual  framework,  the  concept  of  a  "com- 
munity support  system"  (CSS)  to  be  used  as  a  basis  for 
planning  and  organizing  serMces  for  the  population. 

.Mthough  many  aspects  of  CSP  have  been  altered  dur- 
ing this  past  decade,  the  concept  of  a  community  support 
system  and  its  integral  components  has  remained  con- 
stant, .^s  a  program  concept  for  states  to  use  in  com- 
prehensive, community-based  mental  health  systems  plan- 
ning efforts  to  meet  state  and  Federal  (P.L.  99-660)  require- 
ments, the  CSS  model  offers  a  valuable  framework.  The 
components  of  a  CSS  represent  the  array  of  services 
and  opportunities  that  an  adequate  service  system  should 
include  for  the  target  population — cnsis  care,  prevention 
of  secondary  disabilities,  rehabilitation,  and  long-term 
support — all  to  be  provided  in  the  community. 

This  booklet  represents  the  current  knowledge  base 
on  community  support  systems  including  ten  years  of 
demonstration  programs,  evaluation,  learning  community 
conferences,  and  research.  Our  hope  is  that  the  informa- 
tion provided  will  be  valuable  to  all — administrators,  clini- 
cians, planners,  legislators,  consumers,  family  members, 
citizen  advocates,  and  the  general  public. 


James  W.  Stockdill 

Director 

Division  of  Education  and  Service  Systems  Liaison 

National  Institute  of  Mental  Health 


What  Is  The  CSS  concept  is  designed  for  a  particularlv  vulnerable 

the  Population  population— adults  with  severe  and  persistent  psvchiatnc 

of  Concern?  disabilities.  This  population  generalK  is  described  accord- 

ing to  the  three  maior  dimensions  of  diagnosis,  disability, 
and  duration.  Persons  included  in  the  population  have 
major  mental  disorders  such  as  schizophrenia  or  other 
psychoses,  severe  depression,  manic-depressive  disorder, 
or  other  tvpes  of  disorders  that  may  lead  to  chronic  disability. 
They  typicalK  have  functional  limitations  in  maior  life 
activities,  and  they  require  treatment  and  services  over 
an  extended  time. 

Many  of  the  individuals  in  this  population  of  concern 
have  had  extensive  contact  with  the  mental  health  service 
system,  including  a  history  of  previous  hospitalizations 
or  outpatient  treatment.  VVhJe  some  individuals  are  able 
to  live  in  relative  independence  in  the  community,  many 
others  struggle  with  their  illness  and  its  disabling  conse- 
quences over  a  long  penod  of  time— sometimes  throughout 
a  lifetime.  For  many  persons,  periods  of  wellness  are  inter- 
rupted periodically  by  episodes  of  acute  psychotic  symp- 
toms or  severe  depression.  Short-term  approaches  to  treat- 
ment have  proven  inadequate  to  meet  their  needs.  Per- 
sons in  the  population  of  concern  generally  require  long- 
term  treatment,  rehabilitation,  and  support  to  control  symp- 
toms and  address  the  functional  disabilities  resulting  from 
their  illness. 

Persons  with  serious  mental  disabilities  often  lack  self- 
confidence  and  may  display  mood  fluctuations,  poor 
impulse  control,  unusual  behavior,  or  disturbed  thought 
processes.  Their  relationships  with  others  may  be  strained, 
resulting  from  behavior  which  may  be  difficult  for  families, 
fnends,  employers,  and  others  to  tolerate  over  time.  In 
general,  persons  with  long-term  mental  illness  are  extremely 
vulnerable  to  stress,  and  may  have  difficulty  coping  with 
basic  activities  of  daily  living  such  as  self-care,  house- 
keeping activities,  money  management,  socialization,  or 
leisure  time  activihes.  They  may  not  be  able  to  locate 
and  sustain  employment  and,  therefore,  may  be  unable 
to  earn  adequate  money  to  meet  their  basic  needs  for 
food,  clothing,  and  housing.  Despite  their  need  for 
assistance,  many  persons  with  mental  illness  are  unable 
to  seek  help  from  the  community's  maze  of  human  serv- 
ice agencies  which  is  often  complex  and  confusing. 

Although  estimates  of  the  size  of  the  population  of 
concern  vary,  there  are  approximately  2.1  to  2.8  million 


individuals  who  can  be  considered  to  have  severe,  dis- 
abling, long-term  mental  illness.  It  is  important  to  recognize 
that  the  population  of  concern  is  diverse.  Each  individual 
has  unique  concerns,  abilities,  motivations,  and  problems. 
Further,  the  population  is  comprised  of  a  variety  of 
subgroups,  each  having  different  characteristics  and  serv- 
ice needs.  These  include  mentally  ill  persons  belonging 
to  racial  or  ethnic  minority  groups,  elderly  persons,  young 
adults  and  youth  in  transition  to  adulthood,  persons  with 
mental  illness  and  substance  abuse  problems  or  mental 
illness  and  mental  retardation,  and  mentally  ill  individuals 
within  the  criminal  justice  system. 

A  maior  subgroup  requinng  specialized,  intensive  serv- 
ices is  comprised  of  severely  mentally  ill  homeless  indi- 
viduals. Tills  IS  a  multi-need  population,  often  with 
substance  abuse,  physical,  and  mental  health  problems 
as  well  as  social  and  vocational  deficits.  Thus,  they  need 
specialized  interventions  to  engage  and  assist  them, 

Despite  the  heterogeneity  and  subgroups  within  the 
population  of  concern,  the  CSS  concept  includes  the 
basic  range  of  services  and  supports  needed  within  the 
community  by  most  persons  with  long-term  mental  illness. 


What  Are  the  In  the  past,  persons  with  serious  mental  illness  were  con- 

Needs?  fined  to  institutions  for  long  periods  of  time.  These  institu- 

tions typicaDy  were  far  from  the  person's  home  com- 
munity and  provided  little  more  than  custodial  care. 
Over  the  past  20  years,  reliance  on  public  mental  insti- 
tutions for  the  care  and  treatment  of  persons  with  long- 
term  mental  illness  has  been  reduced  dramatically.  The 
development  of  new  drugs  and  treatments,  court  deci- 
sions mandating  an  individual's  right  to  treatment  in  the 
least  restnctive  setting,  fiscal  incentives,  and  other  factors 
enabled  many  persons  to  be  released  from  institutions 
to  receive  care  in  their  home  communities. 

This  trend,  known  as  deinstitutionalization,  brought 
with  it  a  corollary  trend  of  "nonmstitutionalization."  This 
is  reflected  in  the  practice  of  admissions  diversion,  whereby 
persons  are  kept  out  of  the  hospital  if  at  all  possible 
and  are  referred  instead  for  community  care.  Thus,  mentally 
disabled  persons  \«i'ho  spent  much  of  their  lives  in  public 
mental  institutions  now  live  in  the  community,  and  many 
younger  persons,  who  at  one  time  might  have  resided 
in  these  institutions,  now  remain  in  the  community  as 


well,  lb  meet  their  needs,  community-based  services, 
including  communitv  hospitals,  were  envisioned. 

Despite  these  trends,  most  communities  are  not  prepared 
or  equipped  to  meet  the  needs  of  persons  with  long-term 
mental  illness.  In  many  cases,  resources  are  not  available 
to  meet  their  basic  human  needs  tor  shelter,  food,  clothing, 
income,  and  medical  care.  Supportive  and  rehabilitative 
services  are  largely  unavailable  in  many  areas,  leaving 
persons  with  little  or  no  ongoing  care.  While  some  persons 
are  able  to  access  needed  community  services  and  sup- 
ports, there  are  many  tragedies  including  expatients 
wandenng  the  streets  and  sleeping  outdoors  and  others 
living  in  squalid,  single-room  occupancy  dwellings.  Con- 
tinual readmissions  to  hospitals,  overuse  of  emergency 
rooms,  repeated  encounters  with  the  correctional  system, 
and  undue  burden  on  families  are  all  problems  that  result 
from  insufficient  community  services  and  supports.  The 
current  issue  of  homeless  persons  who  are  mentally  ill 
points  out  the  especially  critical  need  for  housing  for 
mentally  ill  individuals. 

The  fundamental  problem  is  a  severe  shortage  of  sup- 
portive and  rehabilitative  programs  in  the  community 
to  meet  the  needs  of  persons  discharged  or  diverted  from 
hospitals.  Today,  most  agree  that  community-based  care 
15  more  humane,  more  therapeutic,  and  less  stigmatizing. 
Nationwide,  however,  there  has  not  been  enough  progress 
in  developing  adequate  community-based  services  for  per- 
sons with  long-term  mental  illness. 

What  are  the  needs  of  persons  with  long-term  mental 
illness?  WTiat  services  and  supports  are  needed  to  ensure 
an  optimal  quality  of  life  within  the  community?  Institu- 
tional care,  despite  its  many  negative  aspects,  provided 
for  all  aspects  of  a  person's  life.  Shelter,  food,  clothing, 
structured  activities,  medical  care,  therapy,  and  rehabilita- 
tion were  all,  theoretically,  part  of  the  services  of  a  "total 
institution."  In  order  for  persons  with  long-term  mental 
illness  to  function  within  the  community,  all  aspects  of 
their  lives  also  must  be  considered— their  basic  human 
needs  as  well  as  their  needs  for  treatment  and  rehabilita- 
tion. There  is  widespread  agreement  that  an  array  of 
serv  ices  and  supports  (a  CSS)  is  needed  in  order  to  main- 
tain the  community  tenure  and  enhance  the  quality  of 
life  of  persons  with  long-term  mental  illness. 


\\liat  Is  the 

NIMH 

Community 

Support 

Program? 


NI\IH  officially  began  to  address  the  problems  of  deinsti- 
tutionalization and  community-based  care  in  1974  when 
an  internal  work  group  was  formed  to  design  and  promote 
the  development  of  community-based  service  systems  for 
adults  with  long-term  mental  illness.  The  type  of  system 
envisioned  by  NIMH  was  one  that  would  enable  mentally 
ill  persons  to  remain  m  the  community  and  to  function 
at  optimal  levels  of  independence. 

The  Community  Support  Work  Group  evolved  into 
a  special  Federal  initiative  which  was  launched  in  1977, 
the  NIMH  Community  Support  Program  (CSP).  CSP 
is  designed  to  assist  states  and  communities  to  develop 
comprehensive  CSSs  for  persons  with  long-term  mental 
illness.  Financial  assistance  in  the  form  of  grants  is  pro- 
vided to  state  mental  health  agencies  in  order  to  facilitate 
their  service  system  improvement  activities.  CSP.  which 
began  as  a  pilot  effort,  soon  developed  into  a  national 
program.  .Ml  50  states,  the  Distnct  of  Columbia,  and 
two  temtories  have  received  Federal  assistance  through 
CSP  for  multi-year  initiatives  to  plan  and  implement  CSSs. 

Beginning  in  1986,  CSP  extended  its  activities  to  pro- 
vide funds  for  community  services  demonstration  proj- 
ects. .\  number  of  projects  are  receiving  financial  assistance 
to  demonstrate  and  evaluate  community-based  service 
approaches  for  elderly  persoris  with  mental  illness,  homeless 
persons  with  mental  illness,  and  young  adults  with  both 
mental  illness  and  substance  abuse  problems. 

In  addition  to  financial  assistance,  CSP  provides  many 
forms  of  technical  assistance  to  support  the  efforts  of 
states  and  communities  to  build  CSSs.  These  include 
such  activities  as  convening  national  and  regional  confer- 
ences, sponsonng  the  development  of  technical  assistance 
materials  and  resources,  and  promoting  information  shar- 
ing and  networking.  CSPs  role  also  encompasses  research, 
evaluation,  and  analysis  activities  and  working  with  other 
agencies  at  the  Federal  level  to  collaborate  on  program 
initiatives  and  to  resolve  policy  issues  impacting  on  serv- 
ices for  persons  with  long-term  mental  illness. 

Pervading  CSP's  history  has  been  a  strategy  of  encour- 
aging the  participation  and  involvement  of  a  broad  range 
of  individuals  and  groups  in  aU  CSP  activihes.  In  order 
to  ensure  broad-based  participation,  CSP  set  out  to  foster 
a  national  "network  of  caring."  Providers,  policy  makers, 
researchers,  families,  consumers,  and  advocates  have  forged 
the  national  coalition  and  are  working  collaboratively  to 
promote  the  development  of  CSSs.  CSPs  emphasis  on 
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imoK  mg  famil\  members  and  consumers  has  contributed 
to  the  growth  ot  the  now  tlounshmg  famiU  and  consumer 
mo\ements.  FamiK  and  consumer  groups  have  now 
become  strong  and  vital  forces  for  persons  \Aith  long-term 
mental  illness  and  for  promoting  CSSs. 


WTiat  Principles  A  CSS  represents  more  than  a  network  of  service  com- 
Guide  CSSs?  ponents.  Rather,  it  represents  a  philosophy  about  the 

way  in  which  services  should  be  delivered  to  persons 
with  long-term  mental  illness.  Although  the  actual  com- 
ponents and  organizational  configuration  of  a  CSS  may 
differ  from  state  to  state  and  from  communitv  to  com- 
munity, all  CSSs  should  be  guided  by  a  set  of  basic  values 
and  operational  philosophies. 

The  CSS  ideology  embraces  the  notion  that  services 
should  maintain  the  dignity  and  respect  the  individual 
needs  of  each  person.  Individuals  with  mental  illness  are 
seen,  first  and  foremost,  as  persons  with  basic  human 
needs  and  aspirations  and  as  citizens  with  all  the  nghts, 
pnv  lieges,  opportunities,  and  responsibilities  accorded  other 
citizens.  They  should  have  access  to  the  supports  and 
opportunities  needed  by  all  persons  as  well  as  to  special- 
ized mental  health  services.  Further,  the  CSS  concept 
is  based  on  creating  opportunities  for  individuals  to  develop 
their  potentials — for  growth,  improvement,  and  movement 
toward  independence — rather  than  fostenng  a  life  of  de- 
pendency, disability,  and  "chronic  patienthood." 

Another  basic  value  inherent  in  the  CSS  concept  is 
that  the  community  is  the  best  place  for  providing  long- 
term  care.  Inpatient  care  is  a  part  of  the  array  of  needed 
community-based  services  and  should  be  used  for  short- 
term  evaluation  and  stabilization  and  for  the  small  percent- 
age of  individuals  who  require  long-term  hospitalization. 

The  CSS  philosophy  is  embodied  in  a  set  of  guiding 
principles,  emphasizing  client  self-determination,  indi- 
vidualized and  flexible  services,  normalized  services  and 
service  settings,  and  service  coordination: 

Services  should  be  consuiner<entered.  Services  should 
be  based  on  and  responsive  to  the  needs  of  the  client 
rather  than  the  needs  of  the  system  or  the  needs  of 
providers. 

Services  should  empower  clients.  Services  should  incor- 
porate consumer  self-help  approaches  and  should  be  pro- 
vided m  a  manner  that  allows  clients  to  retain  the  greatest 
possible  control  over  their  own  lives.  .\s  much  as  possible. 


clients  should  set  their  own  goals  and  decide  what  serMces 
thev  will  receive.  Clients  also  should  be  actively  involved 
in  all  aspects  of  planning  and  deliverig  ser-ices. 

Services  should  be  racially  and  culturally  appropriate. 
SerMces  should  be  available,  accessible,  and  acceptable 
to  members  of  racial  and  ethnic  minority  groups  and 
women. 

Services  should  be  flexible.  Services  should  be  available 
whene\er  thev  are  needed  and  for  as  long  as  they  are 
needed.  They  should  be  provided  in  a  variety  of  ways, 
with  individuals  able  to  move  in  and  out  of  the  system 
as  their  needs  change. 

Services  should  focus  on  strengths.  Services  should 
build  upon  the  assets  and  strengths  of  clients  in  order 
to  help  them  maintain  a  sense  of  identity,  dignity,  and 
self-esteem. 

Services  should  be  normalized  and  incorporate  natural 
supports.  Services  should  be  offered  in  the  least  restric- 
tive, most  natural  setting  possible.  Clients  should  be  encour- 
aged to  use  the  natural  supports  in  the  community  and 
should  be  integrated  into  the  normal  living,  working,  learn- 
ing, and  leisure  time  activities  of  the  community. 

Services  should  meet  special  needs.  Services  should 
be  adapted  to  meet  the  needs  of  subgroups  of  severely 
mentaUy  ill  persons  such  as  elderly  individuals  in  the 
community  or  in  institutions;  young  adults  and  youth 
in  transition  to  adulthood;  mentally  ill  individuals  with 
substance  abuse  problems,  mental  retardation,  or  hearing 
impairments;  mentally  ill  persons  who  are  homeless;  and 
mentally  ill  persons  who  are  inappropriately  placed  within 
the  correctional  system. 

Service  systems  should  be  accountable.  Service  pro- 
viders should  be  accountable  to  the  users  of  the  services 
and  monitored  by  the  state  to  assure  quality  of  care  and 
continued  relevance  to  client  needs.  Pnmary  consumers 
and  families  should  be  involved  in  planning,  implement- 
ing, monitoring,  and  evaluating  services. 

Services  should  be  coordinated.  In  order  to  develop 
CSSs,  services  should  be  coordinated  through  mandates 
or  written  agreements  that  require  ongoing  communica- 
tion and  linkages  between  participating  agencies  and 
between  the  various  levels  of  government.  In  order  to 
be  effective,  coordination  must  occur  at  the  client,  com- 
munity, and  state  levels.  In  addition,  mechanisms  should 
be  m  place  to  ensure  continuity  of  care  and  coordination 
between  hospital  and  other  community  services. 


WTiat  Is  A  A  CSS  is  defined  as  "an  organized  network  of  caring 

CSS?  and  responsible  people  committed  to  assisting  persons 

with  long-term  mental  illness  to  meet  their  needs  and 
develop  their  potentials  without  being  unnecessarily 
isolated  or  excluded  from  the  community."  The  CSS 
concept  includes  the  entire  array  of  treatment,  life  sup- 
port, and  rehabilitation  services  needed  to  assist  persons 
with  severe,  disabling  mental  illness  to  function  at  optimal 
levels  within  the  community.  .Accordingly,  the  CSS  con- 
cept delineates  an  array  of  essential  components  that 
are  needed  to  provide  adequate  services  and  support. 
Each  community  should  have  arrangements  to  perform 
these  essential  functions. 

.\  graphic  representation  of  a  comprehensive  CSS  is 
provided  on  the  following  page,  and  each  specific  service 
component  is  described  briefly  below: 

Client  Identification  and  Outreach 

Mentally  ill  individuals  often  have  difficulty  seeking  out 
services.  .\s  a  result,  mechanisms  are  needed  to  locate 
potential  clients,  regardless  of  where  they  reside,  and  to 
inform  them  of  available  services.  For  example,  linkages 
with  boarding  homes,  emergency  rooms,  inpatient  facilities, 
police  departments,  family  groups,  and  consumer  organiza- 
tions may  be  used  to  identify  persons  in  need  of  com- 
munity support  services. 

Some  individuals  decline  to  attend  a  formal  treatment 
program  or  center  or  are  unable  to  do  so.  Outreach  serv- 
ices should  be  provided  to  assist  these  individuals  in  their 
own  environments.  Such  outreach  services  might  include 
cnsis  intervention,  medication  checks,  assistance  in  meehng 
basic  human  needs,  skill  training,  and  referral  to  appropnate 
health  or  welfare  agencies. 

Effective  outreach  is  particularly  critical  for  homeless 
mentally  ill  persons  who  are  among  the  least  able  to 
locate  appropriate  agencies,  programs,  and  resources  and 
who  tend  to  reject  traditional  mental  health  and  social 
services.  Outreach  to  shelters,  soup  kitchens,  drop-in 
centers,  or  to  people  on  the  streets  can  reach  many  home- 
less individuals  who  otherwise  would  be  overlooked  by 
the  mental  health  system.  Outreach  provides  a  more  flex- 
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ible  approach  which  is  often  effective  in  gradually  and 
patiently  engaging  the  hardest-to-reach  clients. 

Many  clients,  particularly  those  in  rural  areas,  have 
difficulty  taking  ad\antage  of  needed  support  services 
because  of  the  lack  of  transportation.  Transportation 
assistance  should  he  provided  to  clients  to  enhance  their 
access  to  needed  serv  ices  and  communitv  resources.  Such 
assistance  may  be  provided  through  a  vanety  of  mechanisms 
including  special  arrangements  with  public  transportation 
systems  or  through  use  of  vans,  buses,  taxis,  pnvate 
automobiles,  or  volunteers. 

Mental  Health  Treatment 

Mental  health  treatment  is  a  critical  component  of  a 
CSS.  The  clinical  conditions  of  persons  with  serious,  dis- 
abling mental  illness  change  over  time,  and  clients  experi- 
ence penodic  relapses  or  flare-ups  of  acute  symptoms. 
Clinical  management  of  psychiatnc  disorders  should  be 
an  integral  part  of  sen  ice  deliverv  and  should  be  provided 
continuously  on  a  long-term  basis. 

.Accordingly,  mental  health  treatment  for  persons  with 
long-term  mental  illness  should  be  directed  at  helping 
clients  to  manage  symptoms,  manage  medications,  recog- 
nize signs  of  relapse,  and  cope  with  daily  living.  Specif- 
ically, mental  health  care  should  include  diagnostic  evalua- 
tion and  ongoing  assessment  and  monitoring  of  psychiatnc 
conditions.  .Accurate  diagnosis  of  psychiatnc  and  medical 
problems  is  essential  for  the  development  of  an  individu- 
alized treatment  plan  including  appropnate  medications. 

\  second  component  of  mental  health  care  is  suppor- 
tive counseling  and  therapy.  Counseling  can  be  provided 
on  an  individual  and/or  group  basis  and  generally  is  directed 
at  helping  clients  to  cope  with  a  vanety  of  life  problems 
and  stresses. 

Another  essential  aspect  of  mental  health  treatment 
is  medication  management.  Medication  management  serv- 
ices include  prescnbing  medications,  ensunng  that  needed 
medications  are  available  to  clients,  carefully  monitonng 
medications  to  ensure  maximal  therapeutic  effectiveness 
and  minimal  adverse  side  effects,  and  educating  the  client 
and  family  regarding  the  nature  of  medicahons,  their 
benefits,  and  potential  side  effects. 
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Specialized  treatment  services  are  needed  for  mentallv 
ill  persons  who  also  have  substance  abuse  disorders.  In 
addition  to  services  provided  to  the  general  population, 
these  individuals  often  require  detoxification  and  other 
interventions  to  address  alcohol  and  drug  abuse  problems. 
Programs  should  accept  and  provide  services  to  persons 
with  mental  illness  and  substance  abuse  problems  and 
should  provide  or  help  access  the  needed  specialized 
services. 

Crisis  Response  Services 

Persons  with  senous  and  long-term  mental  illness  tend 
to  expenence  recurrent  cnses  even  when  comprehensive 
and  continuous  community  support  services  are  available. 
As  a  result,  the  capacity  to  provide  crisis  assistance  is 
a  critical  aspect  of  a  CSS.  Crisis  services  are  needed  to 
provide  an  immediate  response  to  individuals  in  crisis 
and  to  members  of  the  individual's  support  system  on 
a  24-hour-a-day,  seven-day-aweek  basis.  In  many  cases, 
crisis  services  can  assist  the  client  to  stabilize  and  to  read- 
just to  community  living.  Further,  crisis  services  often 
can  be  effective  m  averting  hospitalization. 

.\ccordingiy,  the  pnmary  goal  of  cnsis  services  is  to 
assist  individuals  in  psychiatnc  crises  to  maintain  or  resume 
community  functioning.  Cnsis  response  services  should 
enable  the  client,  family  members,  and  others  to  cope 
with  emergencies  while  maintaining  the  client's  status 
as  a  functioning  community  member  to  the  greatest  possi- 
ble extent.  The  availability  of  cnsis  services  should  be 
known  to  providers,  families,  clients,  community  agencies, 
law  enforcement  agencies,  and  the  community-at-large. 

Cnsis  assistance  can  be  conceptualized  as  a  range  of 
responses  to  be  used  in  cnsis  situations.  These  include 
24-hour  cnsis  telephone  services  such  as  hotlines,  walk-in 
cnsis  intervention  services  at  mental  health  agencies,  and 
mobile  cnsis  outreach  services  which  involve  going  to 
the  client  and  providing  services  in  the  setting  m  which 
the  cnsis  is  occumng.  Outreach  workers  may  stay  with 
the  client  and  significant  others  as  long  as  is  necessary 
to  intervene  successfully  in  the  crisis— initiating  necessary 
treatment,  resolving  problems,  providing  high  levels  of 
support,  and  making  arrangements  for  ongoing  services. 

With  intensive  cnsis  intervention  and  support,  many 
clients  in  cnsis  can  be  maintained  and  assisted  in  their 
natural  environments.  WTien  such  approaches  are  not 
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sufficient  to  achieve  stabilization  and  crisis  resolution, 
crisis  residential  services  should  be  available.  These  serv- 
ices invoke  providing  cnsis  intervention  in  the  context 
of  a  residential,  nonhospital  setting  on  a  short-term  basis. 
.A  vanet\  of  settings  or  approaches  can  be  used  to  provide 
crisis  residential  sen  ices  including  family-based  cnsis  homes 
and  staffed  residences  for  small  groups  of  clients  in  crisis. 
Inpatient  beds  in  a  protective  environment  should  be 
prov  ided  for  crises  which  cannot  be  handled  in  the  natural 
setting  or  in  cnsis  residential  settings.  Hospitalization  is 
needed  for  the  most  severe  crises  in  which  clients  need 
intensive  support,  structure,  and  supervision  dunng  the 
period  of  stabilization.  Persons  who  are  acutely  dangerous 
to  themselves  or  others,  or  who  retain  little  impulse  con- 
trol, or  who  have  complicating  medical  conditions  may 
require  inpatient  care.  These  inpatient  beds  may  be  pro- 
vided in  a  psychiatnc  unit  of  a  general  or  community 
hospital  or  in  a  nearby  state  hospital  and  serve  as  a  back-up 
to  other  community  support  services. 

Health  and  Dental  Care 

Persons  with  long-term  mental  illness  frequendy  lack  proper 
health  and  dental  care.  TTiis  results  from  the  difficulty 
in  locating  medical  and  dental  practitioners  who  are  will- 
ing to  serve  this  population  coupled  with  the  inability 
to  pay  for  such  services. 

Severely  mentally  ill  persons  have  been  found  to  have 
significandy  higher  rates  of  physical  illness  than  the  general 
populahon.  Further,  a  significant  number  of  persons  with 
long-term  mental  illness  have  undetected  physical  diseases 
which  may  contribute  to  their  mental  disorders,  .\dequate 
health  care  services  for  this  population  is,  therefore,  par- 
ticularly important. 

Creative  arrangements  and  procedures  may  be  needed 
to  ensure  that  persons  with  long-term  mental  illness  have 
access  to  adequate  health  and  dental  care  services.  First, 
the  CSS  should  have  mechanisms  to  ensure  that  clients 
who  are  entitled  to  medical  assistance  benefits  such  as 
Medicaid  or  Medicare  receive  these  benefits.  Further, 
mechanisms  and  procedures  to  access  medical  and  dental 
services  for  clients  should  be  in  place.  These  may  include 
establishing  linkages  and  agreements  with  private  practi- 
tioners, hospitals,  clinics,  or  other  medical  organizations 
and  facilities  to  provide  service  to  clients.  Services  may 
be  provided  bv  bnnging  clients  to  medical  and  dental 
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resources  in  the  community  or  bringing  such  services 
to  clients  at  the  mental  health  program  or  agency.  For 
example,  some  programs  contract  with  community  physi- 
cians to  perform  physical  examinations  and  provide  medical 
care  to  clients  on  a  regular  basis,  .\ssistance  with  transpor- 
tation to  medical  and  dental  appointments  may  be  needed 
for  many  clients. 

Housing 

.Adequate  housmg  is  essential  to  the  well-being  of  any 
person.  Many  persons  with  long-term  mental  illness  do 
not  have  stable,  affordable  housing  and  have  difficulty 
locating,  securing,  and  maintaining  housing.  CSSs  should 
include  a  range  of  residential  options  for  clients,  offenng 
the  opportunity  for  decent,  affordable  housing  in  the 
community.  Without  an  appropriate  range  of  housing 
options,  the  success  of  other  treatment  and  rehabilitation 
approaches  is  leopardized. 

Stability  in  housing  is  a  crucial  factor  which  often  has 
been  overlooked  in  the  care  of  persons  with  long-term 
mental  illness.  Long-term,  stable  housing  should  be  a 
goal  rather  than  requinng  clients  to  progress  through  a 
series  of  time-limited,  transitional  housing  environments. 
Frequent  moves  create  dislocation,  readjustment,  and 
require  the  learning  of  new  skills — all  of  which  create 
stress  for  mentally  disabled  individuals.  Further,  mech- 
anisms should  be  devised  to  ensure  that  a  client's  housing 
is  protected  when  he  or  she  is  absent  due  to  a  cnsis 
or  a  period  of  hospitalization. 

An  array  of  residential  alternatives  that  provide  varying 
levels  of  support  and  supervision  should  be  offered.  .\n 
individual  consumer's  preferences,  values,  and  goals  with 
regard  to  housing,  along  with  functional  level,  should 
be  primary  considerations  in  determining  an  appropnate 
housing  arrangement.  Many  currently  believe  that  the 
emphasis  should  be  on  the  most  normalized  housing 
options,  and  that  training,  supports,  and  services  should 
be  provided  to  enable  individuals  to  reside  successfully 
in  these  more  normalized  community  residential  settings. 
Apartment  settings  with  various  levels  of  supervision  and 
support  are  examples  of  the  use  of  this  approach.  A  variety 
of  more  specialized  or  structured  residential  settings  may 
be  used  for  the  small  number  of  extremely  disabled  indi- 
viduals who  require  a  greater  degree  of  attention,  supervi- 
sion, or  structure.  These  include  group  homes  of  vanous 
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t>pes.  familv  foster  care  homes,  board  and  care  homes, 
and  other  settings.  An  individualized  approach  to  housing 
IS  needed  whereb\  the  client's  needs  and  choice  dictate 
the  selection  and  development  of  housing  options. 

Special  residential  assistance  for  homeless  mentally  ill 
persons  is  an  essential  aspect  of  the  housing  component. 
These  individuals  require  a  range  of  additional  living  situa- 
tions with  varying  degrees  of  supervision  and  structure. 
Emergencv  shelters  are  needed  to  provide  an  immediate, 
short-term  alternative  to  the  streets.  Shelters  should  have 
mechanisms  to  identify  persons  who  are  mentally  ill  and 
to  link  them  with  needed  mental  health  and  support 
services.  Drop-in  centers  should  be  provided  in  locations 
where  street  people  can  have  easy  access.  These  centers 
may  offer  daytime  refuge,  daytime  and  evening  programs, 
counseling,  vocational  training,  recreational  activities,  and 
housing  or  some  combination  of  these  services.  Crisis 
residential  services  are  needed  for  homeless  individuals 
who  are  in  periods  of  acute  stress  and  require  intensive 
treatment  and  close  supervision.  Such  crisis  residential 
settings  can  serve  as  alternatives  to  hospitalization  for 
homeless  individuals  and  can  focus  on  both  treatment 
and  housing  needs.  Transitional  housing  also  is  needed 
for  homeless  mentally  ill  individuals,  since  it  is  often  impos- 
sible to  make  permanent  living  arrangements  during  the 
short  stay  permitted  at  emergency  shelters.  Temporary 
residences  allow  time  for  homeless  mentaUy  ill  persons 
to  receive  the  treatment  and  assistance  needed  to  make 
the  physical  and  emotional  transition  from  a  shelter  to 
long-term  housing.  Finally,  as  for  all  persons  with  psychiatric 
disabilities,  long-term,  permanent  housing  linked  to  sup- 
portive services  is  essential  for  homeless  persons  and  is 
the  ultimate  goal. 

Income  Support  and  Entitlements 

Severe  and  persistent  mental  disorders  interfere  with  an 
individual's  functional  capacities  in  daily  life.  Thus,  many 
persons  with  long-term  mental  illness  have  sporadic  employ- 
ment histories  and  have  difficulty  securing  and  maintain- 
ing stable  jobs.  In  addition  to  suffering  from  psychiatric 
disabilities,  many  individuals  also  must  endure  poverty 
and  are  unable  to  earn  the  money  needed  for  basic  neces- 
sities such  as  shelter,  food,  clothing,  and  medical  care. 
A  variety  of  public  assistance  and  entitlement  programs 
are  available  to  persons  with  mental  disorders  to  help 
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with  subsistence  and  medical  expenses  such  as  Supple- 
mental Secuntv  Income  provided  by  the  Social  Secunty 
Administration  and  Medicaid.  Many  persons,  however, 
ha\e  difficulty  locating  the  appropriate  agencies,  com- 
municating effectively  with  agency  personnel,  under- 
standing complex  eligibility  requirements,  and  completing 
cumbersome  application  forms  and  procedures. 

.Assistance  should  be  available  to  help  clients  obtain 
income  supports  and  other  entidements  they  may  need 
in  order  to  live  in  the  community.  Staff  might  screen 
clients  for  eligibility,  provide  transportation  to  the  appro- 
priate agencies,  accompany  clients  to  the  various  loca- 
tions, assist  in  the  completion  of  application  procedures, 
and  serve  as  an  advocate  for  the  client  with  the  agency 
in  question.  Efforts  must  be  devoted  to  ensure  that  clients 
receive  the  benefits  to  which  they  are  entitled  and  which 
are  critical  factors  in  successfully  remaining  in  the 
community. 

Peer  Support 

Peer  support  or  self-help  is  rapidly  becoming  an  important 
force  in  the  mental  health  arena,  with  increasing  numbers 
of  consumers  coming  together  to  share  their  common 
expenences,  pain,  problems,  and  solutions.  Peer  support 
can  counter  feelings  of  loneliness,  rejection,  discrimina- 
tion, and  frustration  by  offenng  mutual  support,  com- 
panionship, empathy,  sharing,  and  assistance.  Emotional 
support  and  practical  help  for  dealing  with  common  prob- 
lems foster  a  sense  of  community  as  well  as  a  sense 
of  empowerment.  Self-help  groups  are  the  most  common 
form  of  peer  support  and  involve  groups  that  meet  regu- 
larly on  a  formal  or  informal  basis  to  share  ideas,  informa- 
tion, and  mutual  support. 

Consumer-operated  services  are  service  programs  that 
are  planned,  administered,  delivered,  and  evaluated  by 
consumers.  Consumer-run  service  programs  are  an 
outgrowth  of  the  self-help  movement  and  provide  a  vanety 
of  services  in  nonthreatening  atmospheres.  Consumer- 
operated  services  are  voluntary  and  are  based  upon  the 
values  of  freedom  of  choice  and  consumer  control. 

Consumer-operated  services  often  are  organized  around 
a  drop-m  center.  The  peer-run  drop-in  center  provides 
an  open,  comfortable  setting  and  often  serves  as  the  nucleus 
for  a  wide  vanety  of  support,  service,  and  socialization 
activities.  Services  provided  by  consumer-operated  pro- 
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grams  include  self-help  groups;  training  in  independent 
living  skills;  advocacy  and  assistance  m  locating  needed 
communitv  resources  and  services  such  as  housing  and 
financial  aid;  education  about  patients'  rights,  psvchiatnc 
drugs,  and  other  topics  of  interest;  social  and  recreational 
activities;  and  community  or  public  education  on  mental 
illness.  Consumer-run  programs  may  also  provide  services 
including  housing,  lob  counseling  and  employment  assis- 
tance, employment  in  consumer-operated  businesses,  crisis 
assistance  services,  and  respite  care.  The  programs  generally 
supplement  the  services  of  the  formal  mental  health  system 
and  may  meet  a  variety  of  social  and  life  support  needs. 
Self-help  and  consumer-run  programs  should  be  part 
of  each  CSS  to  provide  opportunities  for  peer  support, 
consultation,  education  and  assistance.  Peer  support  oppor- 
tunities can  pro\  ide  social  supports  that  the  formal  system 
IS  unable  to  provide  and  can  assist  persons  who  decline 
to  use  formal  mental  health  services  or  who  have  moved 
beyond  the  need  for  intensive,  formal  services. 

Family  and  Community  Support 


Many  mentally  ill  individuals  live  at  home  with  their 
families.  Families  often  must  fend  for  themselves  while 
coping  with  persistent  symptoms,  unpredictable  behavior, 
and  inadequate  community  support  services.  In  the  past, 
families  often  were  blamed  and  ignored  by  mental  health 
professionals.  Currently,  the  need  for  family  involvement 
in  services,  as  well  as  support  and  education  for  families, 
IS  increasingly  recognized. 

Families  should  be  involved  appropriately  in  the  treat- 
ment planning  process  and  in  service  delivery.  In  addition, 
assistance  to  families  should  be  provided  including  educa- 
tion regarding  the  nature  of  the  illness,  consultation  and 
supportive  counseling  to  assist  families  in  handling  daily 
problems  and  intermittent  crises,  and  respite  care.  .Addi- 
tionally, opportunities  for  mutual  support  among  families 
of  persons  with  mental  illness  should  be  encouraged  and 
promoted  by  the  CSS.  Families  should  be  apprised  of 
and  referred  to  family  support  and  advocacy  organizations 
and  the  development  of  such  groups  should  be  encouraged. 

Support  and  education  for  the  community  is  another 
essential  aspect  of  a  CSS.  In  order  to  promote  community 
integration  and  acceptance  of  persons  with  long-term 
mental  illness,  back-up  support,  consultation,  and  educa- 
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tion  should  be  provided  to  kev  individuals  and  agencies 
within  the  community.  Landlords,  employers,  fnends,  com- 
munitv  agencies,  law  enforcement  agencies,  and  others 
v^  ho  come  in  frequent  contact  with  mentalK  ill  individuals 
should  be  the  focus  of  such  educational  and  supportive 
efforts.  In  addition,  there  should  be  efforts  to  educate 
the  general  public  about  mental  illness  to  reduce  stigma 
and  to  promote  community  acceptance.  Consumers,  family 
members,  and  providers  all  should  be  involved  in  efforts 
to  educate  the  public.  Media  campaigns  and  presenta- 
tions to  CIVIC  organizations,  schools,  agencies,  and  the 
community-atlarge  are  among  the  strategies  that  may 
be  used. 

Rehabilitation  Services 

Despite  the  symptomatic  improvement  resulting  from 
medications  and  other  mental  health  treatment,  many 
persons  with  long-term  mental  illness  expenence  continu- 
ing social  and  vocational  handicaps.  Rehabilitation  serv- 
ices help  persons  with  psvchiatnc  disabilities  to  learn  the 
social  and  vocational  skills  and  acquire  the  supports  needed 
for  survival  in  the  community.  Rehabilitation  services  tradi- 
tionally have  been  provided  by  psychosocial  rehabilitation 
centers,  but  many  other  programs  and  settings  are  chang- 
ing their  service  delivery  to  a  rehabilitation  onentation. 
Both  social  and  vocational  rehabilitation  should  be  integral 
parts  of  a  CSS  with  the  goals  of  building  the  skills  and 
accessing  the  supports  needed  to  function  as  actively 
and  independently  in  society  as  possible. 

Social  rehabilitation  is  directed  at  helping  the  client 
to  gain  or  regain  the  practical  skills  needed  to  live  and 
socialize  in  the  community.  Services  should  include  activi- 
ties that  teach  daily  and  community  living  skills  and  address 
diet,  personal  hygiene,  cooking,  shopping,  budgeting,  house- 
keeping, use  of  transportation,  and  use  of  other  commun- 
ity resources  in  the  natural  settings  where  clients  live, 
learn,  work,  and  socialize.  Educational  approaches  should 
teach  clients  how  to  cope  with  and  compensate  for  their 
disabilities,  how  to  manage  medications,  recognize  danger 
signs,  and  utilize  professional  resources  when  necessary. 

Social  rehabilitation  also  involves  assistance  in  develop- 
ing interpersonal  skills  and  leisure  time  activities  and  inter- 
ests which  provide  a  sense  of  participation  and  personal 
satisfaction.  Opportunities  should  be  provided  for  age- 
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appropnate.  culturally  appropriate  daytime  and  evening 
activities  which  offer  the  chance  for  companionship, 
socialization,  and  enjoyment.  The  use  of  social  and  recrea- 
tional opportunities  available  in  the  community  should 
be  maximized. 

Because  of  the  importance  of  productive  activity  in 
any  person's  life,  vocational  services  are  an  essential  ingre- 
dient of  a  CSS.  The  goal  of  vocational  rehabilitation  is 
to  help  clients  to  become  productive,  contnbuting  members 
of  society  by  achieving  the  best  possible  vocational  out- 
come. There  should  be  a  range  of  vocational  services 
and  employment  opportunities  available  to  assist  clients 
to  prepare  for,  obtain,  and  maintain  employment.  These 
may  include  vocational  assessment  and  counseling,  pre- 
vocational  work  expenences,  vocational  training,  |ob  tnals 
or  transitional  employment  opportunities,  training  in  |ob 
seeking  and  job  keeping  skills,  assistance  in  the  develop- 
ment of  work  adjustment  skills,  job  development  with  local 
employers,  and  )ob  placement.  In  addition,  mechanisms 
to  offer  assistance  to  both  clients  and  employers  to  enhance 
job  retention  often  are  needed. 

Some  persons  are  unable  to  handle  the  stresses  or 
demands  of  independent  employment  situations  and 
require  alternatives  with  greater  support  and  supervision. 
For  such  persons,  a  vanety  of  supported  employment 
opportunities  should  be  provided  which  combine  paid 
work  with  the  ongoing  support  services  needed  by  indi- 
viduals to  maintain  their  jobs.  Supported  employment 
can  take  many  forms  including  small  groups  or  enclaves 
of  disabled  individuals  working  in  a  business  or  industry 
with  a  staff  supervisor;  individual  clients  in  job  placements 
dispersed  around  the  community  with  mobile  staff  to 
provide  support;  mobile  work  crews  of  clients  performing 
a  variety  of  services  within  the  community;  job  coaches 
at  the  work  site;  or  small  businesses  operated  by  a  mental 
health  or  rehabilitation  agency.  Such  services  allow  most 
persons  with  long-term  mental  illness  to  be  productive 
and  to  make  a  contnbution  in  accordance  with  their 
abilities. 

Protection  and  Advocacy 

The  protection  and  advocacy  function  of  a  CSS  should 
be  evident  in  several  areas.  First,  the  CSS  should  include 
mechanisms  to  ensure  the  protection  of  client  rights  in 
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both  residential  and  nonresidential  settings.  Such 
mechanisms  may  include  statutes,  regulations,  statements 
of  rights  of  mental  health  clients,  gne\ance  procedures, 
case  review  committees,  and  protection  and  advocacy 
systems,  .additionally,  there  should  be  procedures  for 
informing  clients  and  families  of  their  legal  rights  and 
of  resources  available  to  assist  them  in  upholding  those 
rights. 

One  basic  right  of  all  clients  is  the  right  to  treatment 
m  the  least  restnctive,  appropnate  environment.  Safeguards 
may  be  necessary  to  ensure  that  this  right  is  upheld  as 
well  as  safeguards  to  protect  clients'  rights  upon  admis- 
sion to  hospitals  and  upon  consideration  of  involuntary 
commitment  to  inpatient  or  outpatient  treatment  settings. 

In  addition  to  rights  protection,  the  CSS  should  actively 
promote  advocacv  activities  on  behalf  of  clients,  .\dvocacy 
activities  involve  efforts  to  ensure  that  individual  clients 
and  families  receive  appropnate  services,  benefits,  and 
protections.  .Advocacy  efforts  also  are  needed  at  the  system 
level  to  seek  improvements  in  services,  benefits,  or  rights 
on  behalf  of  all  persons  with  long-term  mental  illness. 
The  Protection  and  .Advocacy  for  Mentally  111  Individuals 
.\ct  of  1986  requires  states  to  establish  protection  and 
advocacy  systems  to  protect  persons  with  mental  illness. 
These  systems  are  intended  to  protect  and  advocate  for 
the  rights  of  mentally  ill  individuals  to  ensure  compliance 
with  Constitutional,  Federal,  and  state  mandates  and  to 
investigate  incidents  of  abuse  and  neglect  of  mentally 
ill  individuals.  The  Act  also  includes  the  "Bill  of  Rights 
for  Mental  Health  Patients"  which  should  be  reflected 
in  state  law.  CSSs  should  be  based  upon  the  principles 
contained  in  the  Bill  of  Rights  and  should  coordinate 
their  protection  and  advocacy  activities  with  the  state 
protection  and  advocacy  system. 

Case  Management 

Case  management  services  should  be  available  for  all  clients 
who  receive  services  supported  through  public  funds.  Case 
management  is  intended  to  ensure  that  clients  receive 
the  services  they  need,  that  services  are  coordmated,  and 
that  services  are  appropriate  to  their  changing  needs  over 
time.  Case  management  involves  providing  a  single  person 
or  team  to  assume  responsibility  for  maintaining  a  long- 
term,  caring,  supportive  relationship  with  the  client  on 
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a  continuing  basis,  regardless  of  where  the  client  is  residing 
and  regardless  of  the  number  of  agencies  involved.  The 
case  manager  serves  as  a  helper,  service  broker,  and  advo- 
cate, assisting  clients  and  families  to  negotiate  the  system 
in  order  to  meet  their  needs. 

.Among  the  specific  functions  performed  by  case 
managers  are  identifying  clients  to  be  served,  assessing 
the  client's  needs,  coordinating  and  assisting  in  the  develop- 
ment of  a  comprehensive  service  plan  based  on  the  client's 
needs  and  goals,  helping  the  client  to  make  an  informed 
choice  about  serv  ices,  assisting  the  client  to  obtain  needed 
services  and  resources,  monitonng  the  adequacy  and  appro- 
priateness of  services,  ensuring  the  continuity  of  service 
provision,  and  advocating  for  treatment  and  services  for 
the  client.  Most  of  these  functions  cannot  be  accom- 
plished in  an  office  or  behind  a  desk.  Case  managers 
must  work  in  the  community  with  clients,  families,  and 
agencies  to  manage,  coordinate,  and  unify  the  many  com- 
ponents of  the  CSS. 

Particulariy  for  homeless  mentally  ill  individuals,  effec- 
tive case  management  must  be  intensive  and  ongoing 
and  must  take  place  in  shelters  or  on  the  streets.  Case 
management  activities  must  be  based  upon  an  aggressive 
outreach  approach  in  order  to  engage  clients,  build  trust, 
and  prepare  clients  to  receive  needed  services. 

A  summary  list  of  the  components  of  a  CSS  are 
presented  on  the  following  page. 

It  should  be  recognized  that  a  small  percentage  of 
individuals  are  profoundly  disabled  as  a  result  of  their 
mental  illnesses.  Regardless  of  the  level  and  continuity 
of  services  and  supports,  they  may  be  unable  to  function 
in  community  settings.  These  individuals  require  the  highly 
specialized  treatment  and  supervision  that  only  can  be 
provided  in  a  hospital  sethng.  Thus,  in  certain  cases, 
long-term  hospitalizahon  is  needed. 
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COMPONENTS  OF  A  COMMUNITY  SUPPORT  SYSTEM 

Client  Identification  and  Outreach 

Client  Identification 

Outreach 

Transportation  Assistance 

Mental  Health  Treatment 

Diagnostic  Evaluation 
Supportive  Counseling 
Medication  Management 
Substance  Abuse  Services 

Health  and  Dental  Services 

Crisis  Response  Services 

Cnsis  Telephone  Services 
Walk-In  Cnsis  Services 
Mobile  Crisis  Outreach  Services 
Cnsis  Residential  Services 
Inpatient  Services 

Housing 

Supportive  Housing 

Residential  Assistance  for  Homeless  Mentally  111  Persons 

IiKoine  Support  and  Entitlements 

Peer  Support 

Self-Help 
Consumer-Operated  Services 

Family  and  Community  Support 

Support  and  Assistance  to  Families 
Support  and  Education  for  the  Community 

Rehabilitation  Services 

Social  Rehabilitation 
Vocational  Rehabilitation 

Protection  and  Advocacy 

Case  Management 
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How  Should 
CSSs  Be 
Provided  and 
Organized? 


The  CSS  model  is  flexible  in  that  it  does  not  prescribe 
how  states  or  communities  should  pro\ide  or  organize 
the  essential  components.  The  concept  includes  the  range 
of  functions  that  should  be  performed  to  meet  the  needs 
of  mentallv  ill  individuals  and  leaves  states  and  communities 
to  decide  how  this  might  best  be  accomplished.  Thus, 
the  CSS  concept  is  not  a  prescription,  but  rather  a  guide. 

The  CSS  model  also  avoids  specify  ing  the  type  of  agency 
that  should  provide  a  particular  type  of  service.  States 
and  communities  are  encouraged  to  make  effective  use 
of  resources  and  facilities  that  are  in  place  such  as  com- 
munity mental  health  centers,  psychosocial  rehabilitation 
agencies,  community  residences,  a  vanety  of  public  and 
private  human  service  agencies,  and  mental  hospitals. 
In  defining  and  implementing  the  ideal  CSS,  states  and 
communihes  can  use  varying  approaches  and  configura- 
hons  depending  upon  geographic,  political,  socioeconomic, 
and  ethnic  factors.  For  example,  in  rural  areas  it  may 
not  be  financially  possible  to  develop  a  comprehensive 
CSS  in  each  locality.  .■Mtemative  approaches,  such  as  shared 
services  among  several  communities  with  accompanying 
transportation  capability,  may  be  needed  under  these  cir- 
cumstances. The  CSS  model  itself,  and  the  way  the  model 
is  implemented,  can  easily  be  adapted  to  the  needs,  cir- 
cumstances, and  resources  of  each  state  or  community. 

While  the  CSS  concept  leaves  considerable  flexibility 
for  implementation,  a  CSS  is  more  than  just  a  collection 
of  discrete  programs  or  service  components.  The  com- 
ponents must  be  organized  into  a  coherent,  integrated 
system.  Only  by  organizing  a  system  of  care  can  the 
community  ensure  that  the  necessary  array  of  human 
services  will  be  made  available.  In  order  to  constitute 
a  system,  there  must  be  formal  arrangements  in  a  com- 
munity for  planning,  developing,  financing,  coordinating, 
monitoring,  and  evaluating  community  support  services. 
This  involves  the  designation  of  one  agency  or  entity 
as  the  "managing  agency."  This  agency  should  have  broad 
authority  to  convene  other  agencies  and  responsibility 
for  assunng  the  delivery  and  coordination  of  all  services 
for  clients  in  a  geographically  or  politically  defined  area. 
The  most  logical  structure  and  process  for  these  manage- 
ment functions  must  be  determined  by  each  state  and 
community.  The  managing  agency  could  be  a  unit  of 
local  government  or  another  agency.  Regardless  of  the 
type  of  entity  assigned  this  role,  there  should  be  a  single 
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focal  point  of  authority,  responsibilitv,  and  accountability 
for  communitv   support  services  at  the  local  level. 

In  considenng  the  organization  and  development  of 
CSSs,  it  is  important  to  distinguish  between  community 
support  sersices  and  community  support  systems.  Com- 
munity support  services  are  the  specific,  discrete  services 
needed  b>  persons  with  mental  illness  such  as  mental 
health  treatment,  rehabilitation,  and  housing.  These  are 
the  components  that  make  up  a  comprehensive  system 
of  care.  .\  system  includes  all  essential  components  along 
with  mechanisms  to  ensure  proper  management  and  coor- 
dination. Much  attention  often  is  devoted  to  the  develop- 
ment of  individual  service  components,  while  the  concept 
of  a  comprehensive,  coordinated  system  of  care  is  neglected. 
The  needs  of  persons  with  severe,  disabling  mental  illness 
will  remain  unmet  until  states  and  communities  develop 
the  full  range  of  services  and  establish  community-level 
focal  points  for  management  and  accountability. 


Are  CSSs  The  effectiveness  of  CSSs  appears  to  be  substantiated 

Effective?  by  accumulating  evidence  from  both  experience  and 

research.  Most  researchers  agree  that,  when  comprehensive, 
coordinated  services  are  provided,  clients  respond  with 
improvements  in  their  clinical  and  social  functioning. 
Further,  when  comprehensive  CSSs  are  provided,  the 
use  of  long-term  hospital  services  is  dramatically  reduced 
and  clients'  quality  of  life  is  improved.  Additionally,  clients 
receiving  comprehensive  community  support  services  are 
more  satisfied  with  services  and  with  their  lives  in  the 
community,  and  families  report  a  reduction  in  "family 
burden."  Several  research  reviews  have  analyzed  studies 
pertaining  to  community  care  for  persons  with  long-term 
mental  illness.  They  have  found  not  only  that  individuals 
can  be  treated  in  the  community,  but  that  community 
treatment  often  is  more  effective  than  long-term  hospital 
care.  Across  diverse  settings  and  programs,  studies  con- 
sistently have  supported  the  efficacy  of  community-based 
services. 

From  the  current  knowledge  base,  it  can  be  concluded 
that  comprehensive  CSSs  reduce  reliance  on  hospitaliza- 
tion and  improve  the  level  of  functioning,  quality  of  life, 
and  satisfaction  of  mentally  disabled  persons  in  the  com- 
munity. Further,  most  studies  indicate  that  the  cost  of 
long-term  community  care  is  less  than  the  cost  of  long- 
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term  hospital  care.  Thus,  community  care  appears  to 
provide  many  benefits  at  no  greater  cost. 

It  IS  important  to  regard  the  CSS  concept  as  a  dynamic 
one,  a  concept  which  will  evolve  and  change  as  continued 
research  and  experience  dictate.  The  CSS  concept 
presented  in  this  booklet  represents  the  current  state-of- 
the-art  regarding  community -based  systems  of  care  for 
persons  with  long-term  mental  illness,  and  it  is  corroborated 
by  research  and  evaluation  results.  These  concepts  also 
form  the  basis  for  a  model  plan  developed  by  NIMH 
which  describes  a  comprehensive  system  of  care  for  indi- 
viduals with  severe,  disabling  mental  illness.  The  docu- 
ment. Toward  a  Model  Plan  for  a  Comprehensiye, 
Commumt\Based  Mental  Health  System,  is  designed  to 
assist  states  and  communities  in  planning  for  community- 
based  service  systems. 

What  Progress  To  date,  all  states  have  received  financial  assistance  from 

Has  There  the  Federal  CSP  to  initiate  service  system  improvements 

Been?  for  persons  with  senous,  disabling  mental  illness.  Most 

states  have  made  significant  stndes  in  improving  services 
for  this  group.  This  can  be  seen  most  cleariy  in  the  high 
pnonty  now  placed  by  most  state  governments  on  the 
population  of  persons  with  long-term  mental  illness  and 
on  CSS  development.  CSS  concepts  have  been  intro- 
duced into  state  legislation,  plans,  guidelines,  and  regula- 
tions. States  also  have  made  important  stndes  in  educating 
mental  health  and  other  human  service  providers  about 
CSS  concepts.  And  further,  states  have  made  some  prog- 
ress in  allocating  resources  to  CSS  development.  While 
the  majonty  of  state  mental  health  funds  still  support 
the  operation  of  state  mental  hospitals,  increasing  re- 
sources are  being  provided  to  serve  this  population  in 
more  appropnate  ways  in  the  community.  In  sum,  most 
state  mental  health  systems  are  in  the  process  of  reonent- 
ing  to  focus  on  community  care  for  persons  with  severe, 
disabling  mental  illness  as  the  highest  pnonty. 

On  the  whole,  states  and  communities  report  an 
increased  availability  of  community  support  services 
resulting  from  two  pnmary  factors.  First,  new  community 
support  services  have  developed.  Many  states,  for  example, 
have  selected  pnonty  CSS  components  and  have  concen- 
trated their  efforts  on  developing  these  on  a  statewide 
basis.  Rehabilitation  and  housing  programs  are  two  such 
components.  Second,  many  existing  services  have  been 
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reorienting  toward  CSS  concepts  and  principles.  This 
shift  in  philosophy  is  particularly  evident  in  day  treatment 
programs  which  increasingly  are  adopting  a  social  and 
vocational  rehabilitation  onentation  and  are  providing  more 
meaningful  and  appropriate  rehabilitation  opportunities 
for  mentally  disabled  individuals. 

No  discussion  of  progress  at  the  community  level  would 
be  complete  without  mention  of  the  many  excellent  model 
programs  that  have  been  developed  to  provide  community 
support  to  persons  with  long-term  mental  illness.  These 
models  have  been  replicated  and  adapted  widely  in  many 
communities.  Many  psychosocial  rehabilitation  programs 
have  evolved  from  Fountain  House  in  New  York  City 
which  provides  a  model  comprehensive  psychosocial 
rehabilitation  center.  The  Fairweather  Lodge  model 
includes  transitional  programs  at  hospitals  followed  by 
community-based  "lodges"  or  group  homes  to  teach  per- 
sons the  skills  needed  for  community  living.  The  Training 
in  Community  Living  model,  which  onginated  in  Madison, 
Wisconsin,  focuses  on  teaching  the  basic  coping  skills 
necessary  to  live  as  autonomously  as  possible  in  the  com- 
munity. The  community  worker  model,  developed  in 
Rhinelander,  Wisconsin,  uses  lay  citizens  of  the  commun- 
ity to  provide  extensive  support  and  "case  management" 
to  persons  with  long-term  mental  illness.  This  model  has 
been  adopted  by  many  communities,  particularly  in  rural 
areas  with  shortages  of  resources  and  professional  staff. 
Thus,  at  the  local  level,  a  wide  variety  of  approaches 
to  serving  persons  with  mental  illness  have  been  tested. 
Evaluation  results  consistently  demonstrate  the  effective- 
ness of  these  commiunity  services.  New  models  also  have 
been  developed,  and  community  support  ser\'ices  of  all 
types  have  begun  to  proliferate  across  the  nation.  Further, 
there  is  growing  attenhon  to  the  important  role  of  self- 
help  in  a  CSS. 


What  Remains  Despite  clear  progress,  much  remains  to  be  done.  The 

To  Be  Done?  task  of  creating  systems  of  community-based  services  for 

persons  with  mental  illness  is  complex.  Although  many 
community  support  services  and  programs  have  developed, 
we  are  not  yet  close  to  comprehensive  systems  of  care 
in  each  community.  The  gaps  in  local  systems  are  appar- 
ent. The  lack  of  safe,  affordable  housing  linked  to  treat- 
ment and  supportive  services  is  perhaps  the  most  signifi- 
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cant  gap  in  CSS  development.  This  shortage  of  housing 
has  resulted,  in  some  areas,  in  pressure  to  reopen  institu- 
tions to  care  for  homeless  mentally  ill  persons.  In  com- 
munities where  services  exist,  often  these  services  are 
not  organized  into  systems  of  care.  Leadership  and  account- 
ability at  the  local  level  generally  are  weak  or  nonexistent. 
In  some  communities,  comprehensive  CSSs  are  begin- 
ning to  emerge.  However,  many  communities  must  develop 
additional  community  support  services  and  must  create 
a  focal  point  for  system  management. 

One  of  the  impediments  to  the  large-scale  development 
of  CSSs  has  been  the  lack  of  resources.  Over  the  past 
years,  shrinking  service  dollars  have  hampered  efforts  to 
develop  the  mental  health  and  other  health  and  human 
services  needed  by  persons  with  long-term  mental  illness. 
Current  funding  mechanisms  for  clients'  multiple  service 
needs  are  fragmented  and  complex.  There  has  been  expen- 
mentation  with  various  approaches,  but  to  date  there 
is  no  coherent  financing  strategy  for  CSSs.  Strategies 
must  be  directed  at  promoting  more  appropriate  and 
judicious  use  of  limited  resources  as  well  as  accessing 
other  resources  to  provide  a  stable  funding  base  for  CSSs. 
In  addition,  since  human  resources  account  for  more 
than  70  percent  of  the  total  costs  of  community  support 
services,  states  and  communities  must  address  the  need 
for  training,  recruiting,  and  retaining  qualified  personnel. 

We  have  learned  a  great  deal  about  developing  com- 
munity-based system.s  of  care,  and  the  "technology"  for 
providing  comprehensive  services  to  persons  with  long- 
term  mental  illness  is  evolving.  Still,  the  most  up-to-date 
technology  regarding  community  support  is  not  as  yet 
being  implemented  on  a  sufficiently  broad  scale. 

Perhaps  the  most  heartening  sign  of  progress  has  been 
the  development  of  a  network  of  individuals  and  organiza- 
tions, a  national  coalition  of  concern,  dedicated  to  pro- 
moting the  development  of  CSSs.  The  evergrowing  net- 
work includes  policymakers,  providers,  researchers,  family 
members,  consumers,  and  citizens  who  work  in  their  own 
states  and  communities  as  well  as  at  the  national  level 
to  advocate  for  CSSs  and  for  the  resources  needed  to 
develop  CSSs.  TTie  vision  shared  by  members  of  the  net- 
work IS  to  have  a  CSS  in  every  community  in  the  nation. 
This  goal  can  be  realized  only  through  continued  indi- 
vidual and  collective  commitment  at  all  levels.  There  has 
been  progress,  but  there  is  a  long  way  to  go. 
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For  Additional 

Information 

Contact: 


National  Institute  of  Mental  Health 

Division  of  Education  and  Sen  ice  Systems  Liaison 

Commmunitv  Support  Program 

5600  Fishers  Lane 

Rockville,  MD  20857 

(301)  445-5653 

Technical  Assistance  Resource  Center  for  Community 

Support  Systems 
Center  for  Psychiatnc  Rehabilitation 
Boston  University 
730  Commonwealth  Avenue 
Boston.  MA  02215 
(617)  353-3549 

Community  Support  Program  (CSP)  Director  at  your 
State  Mental  Health  Agency 
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APPENDIX    5 


MonAMI  Consumer  Council 

17  West  Meadow.  Billings.  Montana  59102 

(406)  656-4309 


Thomas  M.  Posey 
Director 


March    14,    1989 

Dan  Anderson 

Mental  Health  Bureau 

Department  of  Institutions 

1539  11th  Avenue 

Helena,  MT   59620-1301 


Dear  Dan: 

Enclosed  is  the  proposal  ve  discussed  that  MonAMI  would  like 
considered  by  D  of  I.  I  am  sorry  I  am  so  late  getting  the 
written  version  to  you  but  it  was  being  reviewed  by  key  MonAMI 
members . 

If  you  wish  this  discussed  by  the  Advisory  Council  that  is 
fine  but  it  does  raise  a  question  for  me,  which  is,  what 
proposals  go  before  the  Advisory  Council  and  what  ones  do  not. 
We  have,  for  example,  had  no  proposals  submitted  by  the  mental 
health  centers  in  the  last  year  or  so  -  or  have  they  made 
none? 

If  you  have  any  questions  please  feel  free  to  contact  me. 


Sincerely  I 


// 


^ 
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Barbara  Garrett 
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Dedicated  to  the  preservation  of  human  dignity. 


PILOT  PROJECT  PROPOSAL  TO  REDUCE  RECIDIVISM 


PURPOSE 

The  purpose  of  this  project  would  be  to  find  a  way  to  break 
the  cycle  some  persons  with  mental  illnesses  become  entrapped 
in.  The  cycle  typically  entails  going  to  the  hospital, 
getting  the  medical  help  needed,  achieving  a  level  of 
recovery,  being  dismissed  from  the  hospital,  maintaining  a 
level  of  recovery  for  a  period,  terminating  medical  care, 
getting  sick,  being  re-hospitalized  and  repeating  the  cycle 
over  and  over.  The  target  population  would  be  those  consumers 
on  short-term  in  Montana  State  Hospital  who  have  a  history 
which  indicates  they  are  following  this  cycle.  It  would  also 
be  valuable  to  test  the  project  on  some  first-time 
admittances.  It  is  suggested  that  not  only  will  the  project 
assist  some  consumers  in  breaking  the  cycle  but  by  reducing 
recidivism  will  help  the  hospital  stem  the  tide  of  a  growing 
population . 

PREMISE 

This  merry-go-round  of  illness  is  a  no-fault  occurrence.  The 
consumer  is  not  at  fault  because  'they  just  will  not  do  ... 
whatever'.  They  are  responding  to  a  catastrophic  illness  with 
limited  tools  and  knowledge  available  to  them  in  a  negative 
environment  fraught  with  stigma.  The  system  is  not  at  fault 
because  it  only  in  recent  years  has  available  to  it  medical 
knowledge  which  offers  some  hope  and  solutions.  It  is 
underfunded  and  understaffed. 

PROPOSAL 

AMI  wishes  to  propose  that  the  Department  of  Institutions  (D 
of   I)     develop   a   pilot   project   to   provide  an  intensive 


education  program  to  selected  consumers  in  the  state  hospital 
to  reduce  recidivism.  Components  of  the  pilot  project  are 
proposed  as  follows. 

A.  D  of  I  vould  develop  a  policy  that  it  will  seek  to 
reduce  hospital  population  not  only  by  improving  services  in 
the  community  but  also  by  finding  new  methods  of  treatment 
within  the  hospital  to  reduce  recidivism.  The  pilot  project 
would  seek  to  do  this  by  intensely  educating  consumers  on  how 
to  better  provide  medical  care  for  themselves. 

B.  D  of  I  will  commit  itself  to  adequate  funding  for 
this  pilot  project  for  three  years.  It  will  seek  funding  from 
NIMH  for  the  project,  however,  failure  of  securing  NIMH 
support  does  not  preclude  D  of  I  from  using  its  own  resources 
to  go  ahead  with  the  project.  AMI  will  make  itself  available 
to  D  of  I  to  assist  D  of  I  in  any  way  it  can  to  secure  NIMH 
funding . 

C.  As  a  pilot  project  a  control  group  would  be 
identified  so  success  of  those  in  the  intense  education  could 
be  measured.  NIMH  is  concerned  about  measured  results  in 
projects  it  funds  so  scientifically  valid  procedures  must  be 
followed.  In-state  resources  (resident  experimental 
psychologists,  etc.)  will  be  preferred  in  helping  to  design 
the  program  measurement  techniques. 

D.  The  philosophy  driving  this  pilot  project  is  heart 
and  soul  rooted  in  the  medical  model.  If  anyone  in  the  state 
wants  to  test  social  rehab, . behavioral ,  holist  or 
psychotherapy  models  they  can  submit  their  own  proposal  to  D 
of  I. 

E.  The  intense  education  project  would  have  one  hour 
classes  held  for  participants  three  times  per  week  for  six 
weeks . 


F.  Medical  support  for  participants  would  include  daily 
one  on  one  contact  with  medical  staff  to  assess  medical  status 
and  treat  as  necessary.  A  suggested  format  would  be  ten 
minute  visits  with  an  RN  for  two  days  running  and  doctor 
face-to-face  visits  on  the  third  day.  Effects  and 
side-effects  of  psychotropic  medications  would  be  discussed 
with  the  consumer  and  any  supplementary  medical  care  (i.e. 
bladder  problems,  menstral  cycle  disturbances,  weight  gains, 
etc.)  would  be  given  prompt  medical  care  by  appropriate 
physicians. 

G.  Dually  diagnosed  consumers  that  participated  in  the 
program  must  also  be  getting  the  benefit  of  the  state 
hospital's  program  for  drug  and  alcohol  treatment. 

H.  Intense  education  classes  would  be  offered  under  the 
following  proposed  conditions  and  containing  the  recommended 
material . 

1.  What  mental  illness  is.  This  project  proposes  to  provide 
education  following  the  medical  model.  It  will  include 
material  on  the  knowledge  and  lack  of  knowledge  the  medical 
profession  currently  faces  regarding  mental  illness.  It  will 
include  material  on  the  symptoms  of  mental  illness,  including 
some  discussion  which  must  be  consumer  driven  regarding  the 
nature  and  content  of  hallucinations.  The  purpose  of  this  is 
to  assist  consumers  in  better  identifying  signs  and  symptoms 
as  well  as  to  give  them  a  sense  of  normalcy  to  the  unnerving 
experiences  they  have  been  through  as  a  result  of 
hallucinations.  The  consumers  must  be  assisted  in  every  way 
possible  to  help  them  identify  the  early  signs  and  symptoms  of 
their  illnesses  so  they  can  act  early  and  seek  medical  help 
when  on  the  threshold  of  an  exacerbation  of  their  illness. 

2 .  Effects  and   side   effects   of   psychotropic   medications. 
Thorough   and   open   presentations   must   be   provided   on  the 


actions  and  side  effects  of  psychotropic  medications.  (Too 
frequently  medical  professionals  withhold  information  lest 
consumers  decide  to  quit  taking  medications  because  of  the 
information  received.)  Absolute  honest  must  be  realized  in 
this  segment  of  the  education  program.  The  benefits  of  taking 
the  medications  must  be  clearly  presented  (i.e.  -  control  of 
the  mental  illness  and  consequential  ability  to  function)  and 
consequences  of  not  taking  the  medication  (relapses,  inability 
to  function,  re-hospitalization) .  Information  on  how  to  get 
and  read  explanatory  reports  from  drug  companies  through 
pharmacies  would  be  provided. 

3.  Coming  to  terms  with  mental  illness.  Information  on  the 
successful  control  of  mental  illness,  what  must  be  tolerated 
and  V7hat  does  not  have  to  be  borne  would  be  presented  in  two 
segments . 

a.  The  reasons  for  terminating  medical  care  must  be 
directly  addressed.  AMI  will  make  itself  available  if  D  of  I 
wishes  any  insight  it  may  not  already  have.  Of  particular 
importance,  the  basis  for  denial  must  be  unearthed.  The 
consumers'  truth  in  this  segment  of  the  education  classes  must 
not  be  denied  -  i.e.  stigma,  consequences  of  taking 
medication,  etc.  Rather  the  consequences  of  the  consumers 
decisions  and  actions  must  be  noted. 

b.  Education  on  coming  to  terms  with  mental  illness  must 
be  presented.  The  negative  and  positive  of  having  a  mental 
illness  needs  to  be  explored.  AMI  will  make  themselves 
available  to  D  of  I  if  there  are  any  questions  about  this, 
particularly  the  positive  aspects  of  having  a  mental  illness. 

4.  Managing  a  mental  illness.  Education  on  the  mental  health 
system  v;ould  be  provided  including  information  on  who  is 
suppose  to  do  what.  It  is  recommended  an  RN  present  a  class 
on  assertiveness  training  in  how  to   deal   with   doctors.   The 


organizations  (AMI,  MHA,  etc.)  in  conununities  would  be  noted 
along  with  how  to  contact  them  to  get  information  and 
literature.  Information  on  the  P&A  system  would  be  provided 
and  how  to  contact  them  from  throughout  the  state  should  be 
provided . . 

One  final  note  and  that  is  the  intense  education  program  needs 
to  be  supported  with  an  adequate  library  of  current  literature 
on  mental  illness.  The  library  would  be  fully  accessible  by 
consumers . 
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PROPOSED  ORDER  OF  THE 

DEPARTMENT  OF  HEALTH  AND  SOCIAL  SERVICES 

ADOPTING  RULES 

To  create  HSS  63,  relating  to  community  support  programs  for  persons  with 
chronic  mental  illness. 

Analysis  Prepared  by  the  Department  of  Health  and  Social  Services 

Section  51.421(3) (a) ,  Stats.,  directs  the  Department  to  promulgate  rules 
establishing  standards  for  community  support  programs  for  persons  with  chronic 
mental  illness.   This  order  creates  ch.  HSS  63  to  comply  with  that  directive. 

Chapter  HSS  63  is  created  to  set  standards  for  the  operation  of  community 
support  programs,  which  provide  treatment,  rehabilitation  and  support  services 
for  chronically  mentally  ill  persons  who  are  able  to  live  and  work  in  the 
community  when  they  receive  these  services.   The  program  objective  is  to  help 
these  persons  function  with  a  better  quality  of  life  and  to  reduce  placements 
in  more  restrictive  and  more  costly  settings  through  assertive  provision  of 
treatment  services  by  way  of  a  coordinated  case  management  system.   Program 
emphasis  is  directed  toward  determining  client  treatment,  rehabilitation  and 
support  service  needs,  and  developing  and  implementing  detailed  plans  to  meet 
those  needs.   A  distinguishing  characteristic  of  CSP  services  is  that  the 
majority  are  provided  to  people  in  the  community,  in  nonoffice  or  nonagency- 
based  settings  to  maximize  access  and  ensure  clinical  benefit. 

Chapter  HSS  63  establishes  procedures  for  the  certification  of  community 
support  programs,  specifies  staffing  requirements,  establishes  admission 
criteria  and  procedures,,  defines  responsibilities  involved  in  case  management, 
and  describes  services  to  be  provided  or  arranged  by  community  support 
programs . 

The  Department's  authority  to  create  these  rules  is  found  in 
ss.  51.42(7)(b),  51.421(3)(a)  and  (c),  and  227 . 11(2) (a) .  Stats.   The  rules 
interpret  ss.  51.42(7)(b)  and  51.421,  Stats. 

SECTION  1.  HSS  63  is  created  to  read: 

CHAPTER  HSS  63 
COMMUNITY  SUPPORT  PROGRAMS  FOR  CHRONICALLY  MENTALLY  ILL  PERSONS 

HSS  63.01  Introduction  HSS  63.09  Admission 

HSS  63.02  Definitions  HSS  63.10  Assessment  and  Treatment  Planning 

HSS  63.03  Certification  HSS  63.11  Required  Program  Components 

HSS  63.04  Termination,  Suspension  HSS  63.12  Case  Management 

or  Denial  of  Certification  HSS  63.13  Client  Rights 

HSS  63.05  Waivers  HSS  63.14  Complaints 

HSS  63.06  Personnel  HSS  63.15  Client  Records 

HSS  63.07  Outreach  and  Screening  HSS  63.16  Discharge 

HSS  63.08  Criteria  for  Admission  HSS  63.17  Program  Evaluation 


HSS  63.01  INTRODUCTION.   (1)  AUTHORITY  AND  PURPOSE.   This  chapter  is 
promulgated  under  authority  set  out  in  ss.  51.42(7)(b),  51.421(3)(a)  and  (c), 
and  227.11(2) (a) ,  Stats.,  to  establish  standards  for  community  support 
programs  under  s.  51.421,  Stats.   These  programs  are  for  chronically  mentally 
ill  persons  living  in  the  community.   The  purpose  of  a  community  support 
program  is  to  provide  effective  and  easily  accessible  treatment, 
rehabilitation  and  support  services  in  the  community  where  persons  with 
chronic  mentally  illness  live  and  work. 

(2)   TO  WHOM  THIS  CHAPTER  APPLIES.   This  chapter  applies  to  any  county 
establishing  a  community  support  program  under  s. 51. 421,  Stats.,  which  wishes 
to  receive  reimbursement  under  the  Wisconsin  medical  assistance  program  for 
community  support  program  services,  if  medical  assistance  reimbursement  is 
available  for  those  services. 

HSS  63.02  DEFINITIONS.   In  this  chapter: 

(1)  "Alcoholic"  has  the  meaning  prescribed  in  s.  51.01(1),  Stats., 
namely,  a  person  who  is  suffering  from  alcoholism. 

(2)  "Alcoholism"  has  the  meaning  prescribed  in  s.  51.01(lm),  Stats., 
namely,  a  disease  which  is  characterized  by  the  dependency  of  a  person  on  the 
drug  alcohol,  to  the  extent  that  the  person's  health  is  substantially  impaired 
or  endangered  or  his  or  her  social  or  economic  functioning  is  substantially 
disrupted. 

(3)  "Applicant"  means  a   person  who  has  begun,  but  not  completed,  the 
admissions  process  under  s.  HSS  63.09. 

(4)  "Assessment"  means  the  process  used  to  evaluate  a  client's 
presenting  problems  with  an  accompanying  description  of  the  reported  or 
observed  conditions  which  led  to  the  classification  or  diagnosis  of  the 
client's  chronic  mental  illness. 

(5)  "Case  management"  means  an  organized  process  for  providing  a  full 
range  of  appropriate  treatment,  rehabilitation  and  support  services  to  a 
client  in  a  planned,  coordinated,  efficient  and  effective  manner. 

(6)  "Certification"  means  the  approval  of  a  community  support  program  by 
the  department. 

(7)  "Chronic  mental  illness"  means  a  mental  illness  which  is  severe  in 
degree  and  persistent  in  duration,  which  causes  a  substantially  diminished 
level  of  functioning  in  the  primary  aspects  of  daily  living  and  an  inability 
to  cope  with  the  ordinary  demands  of  life,  which  may  lead  to  an  inability  to 
maintain  stable  adjustment  and  independent  functioning  without  long-term 
treatment  and  support  and  which  may  be  of  lifelong  duration.   "Chronic  mental 
illness"  includes  schizophrenia  as  well  as  a  wide  spectrum  of  psychotic  and 
other  severely  disabling  psychiatric  diagnostic  categories,  but  does  not 
include  organic  mental  disorders  or  a  primary  diagnosis  of  mental  retardation 
or  of  alcohol  or  drug  dependence. 


(8)  "Client"  means  an  individual  who  has  completed  the  admissions 
process  under  s.  HSS  63.09  and  is  receiving  treatment  or  services  for  mental 
illness . 

(9)  "Community  support  program"  or  "CSP"  means  a  coordinated  care  and 
treatment  program  which  provides  a  range  of  treatment,  rehabilitation  and 
support  services  through  an  identified  treatment  program  and  staff  to  ensure 
ongoing  therapeutic  involvement,  individualized  treatment,  rehabilitation  and 
support  services  in  the  community  for  persons  with  chronic  mental  illness. 

(10)  "County  department"  means  a  county  department  of  community  programs 
established  under  s.  51.42,  Stats. 

(11)  "Department"  means  the  Wisconsin  department  of  health  and  social 
services . 

(12)  "Developmental  disability"  has  the  meaning  prescribed  in 

s.  51. 01(5) (a).  Stats.,  namely,  a  disability  attributable  to  brain  injury, 
cerebral  palsy,  epilepsy,  autism,  mental  retardation,  or  another  neurological 
condition  closely  related  to  mental  retardation  or  requiring  treatment  similar 
to  that  required  for  mental  retardation,  which  has  continued  or  can  be 
expected  to  continue  indefinitely  and  constitutes  a  substantial  handicap  to 
the  afflicted  individual.   "Developmental  disability"  does  not  include 
senility  which  is  primarily  caused  by  the  process  of  aging  or  the  infirmities 
of  aging. 

(13)  "Drug  dependence"  has  the  meaning  prescribed  in  s.  140 . 81(1) (c) , 
Stats.,  namely,  a  condition  arising  from  the  periodic  or  continuous  use  of  a 
drug  which  may  result  in  psychic  or  physical  dependence  which  would  affect  or 
potentially  affect  the  public  health,  safety  or  welfare. 

(14)  "Mental  illness"  means  mental  disorder  to  such  an  extent  that  an 
afflicted  person  requires  care  and  treatment  for  his  or  her  own  welfare  or  the 
welfare  of  others  or  of  the  community.   For  purposes  of  involuntary 
commitment,  "mental  illness"  means  a  substantial  disorder  of  thought,  mood, 
perception,  orientation  or  memory  which  grossly  impairs  judgment,  behavior, 
capacity  to  recognize  reality  or  ability  to  meet  the  ordinary  demands  of  life, 
but  does  not  include  organic  mental  disorder  or  a  primary  diagnosis  of  mental 
retardation,  or  of  alcohol  or  drug  dependence. 

(15)  "Organic  mental  disorder"  means  a  disorder  which  has  as  its 
essential  feature  psychological  or  behavioral  abnormalities,  or  both, 
associated  with  transient  or  permanent  dysfunction  of  the  brain  that  prevents 
a  person  from  adequately  providing  for  his  or  her  own  care. 

(16)  "Outreach"  means  procedures  for  identifying  and  contacting 
chronically  mentally  ill  persons  who  are  in  need  of  CSP  treatment  and 
services,  including  referral  agreements  with  psychiatric  inpatient  units, 
outpatient  treatment  clinics,  and  other  community  treatment  and  service 
providers . 


(17)  "Practitioner"  means  any  of  the  CSP  staff  members  specified  under  s. 
HSS  63.06(2)  and  (4) (a), 

(18)  "Service  provider"  means  a  county  department  or  a  private  agency 
that  provides  one  or  more  services  under  this  chapter. 

(19)  "Supervision"  means  intermittent  face-to-face  contact  between  a 
supervisor  and  a  staff  member  to  review  the  work  of  the  staff  member. 

HSS  63.03.   CERTIFICATION.   (1)  APPLICATION.   A  county  department  shall 
submit  written  application  to  the  department  to  initiate  the  CSP  certification 
process . 

Note:  The  format  for  the  written  application  can  be  obtained  from  the 
CSP  Unit,  Office  of  Mental  Health,  Division  of  Community  Services,  P.O.  Box 
7851,  Madison,  WI   53707. 

(2)  CERTIFICATION  PROCESS.   (a)   The  department  shall  review  the 
application  submitted  under  sub.  (1)  to  determine  whether  the  requirements  for 
certification  set  forth  in  this  chapter  have  been  met. 

(b)  A  CSP  shall  make  available  for  the  department's  review  all 
documentation  necessary  to  establish  the  CSP's  compliance  with  this  chapter. 

(3)  ISSUANCE  OF  CERTIFICATION.   (a)   Within  60  days  after  receiving  a 
complete  application  for  certification  under  sub.  (1),  the  department  shall 
either  certify  the  CSP  if  all  requirements  for  certification  have  been  met  or 
deny  certification  if  requirements  for  certification  have  not  been  met.   If 
the  application  for  certification  is  denied,  the  department  shall  give  the 
applicant  reasons,  in  writing,  for  the  denial.   The  denial  notice  shall 
specify  the  requirements  under  this  chapter  which  the  CSP  has  not  met,  shall 
specify  the  CSP's  right  to  request  a  hearing  in  accordance  with  s.  HSS 
63.04(3),  and  shall  require  the  CSP  to  submit  a  plan  to  correct  program 
deficiencies  in  accordance  with  par.  (b) . 

(b)  Within  10  days  after  receiving  a  notice  of  denial  under  par.  (a),  a 
CSP  shall  inform  the  department  of  a  plan  to  correct  program  deficiencies  and 
the  date  by  which  the  corrections  will  be  made. 

(c)  Within  60  days  after  the  planned  date  for  correcting  the 
deficiencies  noted  under  par.  (a),  the  department  shall  conduct  an  on-site 
inspection  of  the  CSP  to  determine  whether  the  deficiencies  have  been 
corrected. 

(4)  CONTENT  OF  CERTIFICATION.   Certification  shall  be  issued  only  for 
the  location  and  program  named  and  may  not  be  transferred  or  assigned  to 
another  program.   A  CSP  shall  notify  the  department  of  a  change  of 
administration,  ownership,  location,  program  name  or  any  other  program  change 
that  may  affect  compliance  with  this  chapter  no  later  than  the  effective  date 
of  the  change. 


(5)  DATE  OF  CERTIFICATION.   (a)   The  date  of  certification  shall  be  the 
date  that  the  department  determines,  by  means  of  an  on-site  survey,  that  a  CSP 
is  in  compliance  with  this  chapter. 

(b)   The  department  may  change  the  date  of  certification  if  the 
department  made  an  error  in  the  certification  process.   A  date  of 
certification  which  is  adjusted  under  this  paragraph  may  not  be  earlier  than 
the  date  the  written  application  under  sub.  (1)  was  submitted  to  the 
department. 

(6)  RENEWAL.   (a)   Certification  is  valid  for  a  period  of  2  years  unless 
stated  otherwise  at  the  time  of  approval,  or  unless  terminated  or  suspended 
sooner. 

(b)   The  department  shall  send  written  notice  and  a  renewal  application 
to  a  CSP  at  least  30  days  prior  to  the  expiration  date  of  the  certification. 
If  the  department  has  not  received  an  application  for  renewal  of  certification 
prior  to  the  expiration  date,  the  CSP's  certification  shall  be  terminated  and 
a  new  application  for  certification  shall  be  required. 

HSS  63.04   TERMINATION.  SUSPENSION  OR  DENIAL  OF  CERTIFICATION.   (1) 
DEFINITION.   In  this  section,  "suspension"  means  a  temporary  withdrawal  of 
certification. 

(2)   TERMINATION,  SUSPENSION  OR  DENIAL  OF  CERTIFICATION  AFTER  PRIOR 
NOTICE  AND  REQUESTED  HEARING.   The  department  may  terminate,  suspend,  deny  or 
refuse  to  renew  a  CSP's  certification  after  providing  the  CSP  with  prior 
written  notice  of  the  proposed  action  which  Includes  the  reason  for  the 
proposed  action  and  a  notice  of  opportunity  for  a  hearing  whenever  the 
department  finds  that: 

(a)  A  staff  member  of  the  CSP  has  had  sexual  contact  as  defined  in  s. 
940.225(5)(a) ,  Stats.,  or  sexual  intercourse,  as  defined  in  s.  940. 225(5) (b) , 
Stats.,  with  a  client; 

(b)  A  staff  member  requiring  professional  licensure  claimed  to  be 
licensed  when  he  or  she  was  not  licensed,  has  had  his  or  her  license  suspended 
or  revoked,  or  has  allowed  his  or  her  license  to  expire; 

(c)  A  CSP  staff  member  has  been  convicted  of  a  criminal  offense  related 
to  the  provision  of  or  claiming  reimbursement  for  services  under  the  medicare 
program  under  42  USC  1395  and  42  CFR  400  to  421,  or  under  this  state's  or  any 
other  state's  medical  assistance  program.   For  purposes  of  this  paragraph, 
"convicted"  means  that  a  judgment  of  conviction  has  been  entered  by  a  federal, 
state  or  local  court,  regardless  of  whether  an  appeal  from  that  judgment  is 
pending; 

(d)  A  staff  member  has  been  convicted  of  a  criminal  offense  related  to 
the  provision  of  care,  treatment  or  services  to  a  person  who  is  mentally  ill, 
developmentally  disabled,  alcoholic  or  drug  dependent; 


(e)  The  program  submitted  or  caused  to  be  submitted  statements,  for 
purposes  of  obtaining  certification  under  this  chapter,  which  it  knew,  or 
should  have  known,  to  be  false; 

(f)  The  program  failed  to  maintain  compliance  with  one  or  more  of  the 
standards  set  forth  in  this  chapter; 

(g)  Any  of  the  program's  practitioners  signed  billing  or  other  documencs 
as  the  provider  of  service  when  the  service  was  not  provided  by  the 
practitioner;  or 

(h)   There  is  no  documentary  evidence  in  a  client's  treatment  file  that 
the  client  received  services  which  were  billed  for. 

(3)   RIGHT  TO  HEARING.   In  the  event  that  the  department  denies, 
terminates,  suspends  or  refuses  to  renew  a  certification,  a  CSP  may  request  a 
hearing  under  s.  227.42,  Stats.   The  request  for  a  hearing  shall  be  submitted 
in  writing  to  and  received  by  the  department's  office  of  administrative 
hearings  within  30  days  after  the  date  on  the  notice  required  under  sub.  (2). 

Note :   The  mailing  address  of  the  Office  of  Administrative  Hearings  is 
P.O.  Box  7875,  Madison.  WI   53707. 


HSS  63.05  WAIVERS.   (1)   POLICY.   The  department  may  grant  a  waiver  of 
any  requirement  of  this  chapter  when  the  department  determines  that  granting  a 
waiver  would  not  diminish  the  effectiveness  of  the  CSP,  violate  the  purposes 
of  the  program,  or  adversely  affect  clients'  health  and  welfare.  The 
department  may  not  grant  a  waiver  of  clients'  rights  under  ch.  HSS  94  or 
under  other  administrative  rules,  state  statutes  or  federal  regulations. 

(2)  WAIVER.   A  CSP  may  submit  a  request  to  the  department  for  a  waiver 
of  any  requirement  in  this  chapter,  except  a  requirement  specified  under  s. 
HSS  63.08(l)(a). 

(3)  APPLICATION.   An  application  for  a  waiver  under  sub.  (2)  shall  be 
made  in  writing  to  the  department  and  shall  specify: 

1.  The  rule  from  which  the  waiver  is  requested; 

2.  The  time-period  for  which  the  waiver  is  requested; 

3.  Any  alternative  action  which  the  CSP  proposes; 

4.  The  reason  for  the  request;  and 

5.  Assurances  that  sub.  (1)  would  be  satisfied. 

Note:   A  request  for  a  waiver  should  be  addressed  to  the  CSP  Unit,  Office 
of  Mental  Health,  Division  of  Community  Services,  P.O.  Box  7851,  Madison,  WI 
53707. 


(4)  GRANT  OR  DENIAL.   (a)  The  department  may  require  additional 
information  from  the  CSP  before  acting  on  a  request  for  a  waiver. 

(b)  The  department  shall  grant  or  deny  each  request  for  waiver  in 
writing.   Notice  of  denial  shall  contain  the  reasons  for  denial.   If  a  notice 
of  a  denial  is  not  issued  within  60  days  after  the  receipt  of  a  complete 
request,  the  waiver  shall  be  automatically  approved. 

(c)  The  department  may  impose  any  conditions  on  the  granting  of  a 
waiver  which  it  deems  necessary. 

(d)  The  department  may  limit  the  duration  of  a  waiver. 

(e)  The  department's  decision  to  grant  or  deny  a  waiver  shall  be  final. 

HSS  63.06.  PERSONNEL.  (1)  POLICIES.  (a)  A  CSP  shall  have  written 
personnel  policies  to  ensure  that  employment  practices  do  not  discriminate 
against  any  employe  or  applicant  for  employment  on  the  basis  of  age,  race, 
religion,  color,  sexual  orientation,  marital  status,  arrest  and  conviction 
record,  ancestry,  creed,  national  origin,  handicap,  sex,  physical  condition  or 
developmental  disability. 

(b)   A  CSP  shall  maintain  written  documentation  of  employes' 
qualifications  and  shall  make  that  information  available  for  inspection  by 
clients  and  by  the  department. 

(2)  REQUIRED  STAFF.   A  CSP  shall  employ: 

(a)  A  director,  who  shall  have  overall  responsibility  for  the  program. 
The  director  shall  meet  the  qualifications  for  any  of  the  program  staff  listed 
under  sub.  (4) (a)  1  to  8 ; 

(b)  A  psychiatrist  on  a  full-time,  part-time  or  consulting  basis  to 
provide  necessary  psychiatric  services.   The  psychiatrist  shall  meet  the 
qualifications  specified  under  sub.  (4)(a)2;  and 

(c)  A  clinical  coordinator  who  shall  have  overall  responsibility  for  and 
provide  direct  supervision  of  the  CSP's  client  treatment  services  and 
supervision  of  CSP  clinical  staff.   A  clinical  coordinator  shall  be  a 
psychiatrist  or  psychologist  or  have  a  master's  degree  in  social  work, 
clinical  psychology  or  psychiatric  mental  health  nursing  or  have  met 
equivalent  requirements.   A  coordinator  shall  have  either  3,000  hours  of 
supei-vised  clinical  experience  in  a  practice  where  the  majority  of  clients  are 
adults  with  chronic  mental  illness  or  1,500  hours  of  supervised  clinical 
experience  in  a  CSP. 

(3)  STAFFING  RATIOS.   The  client- to-staff  ratio  may  not  exceed  20 
clients  to  one  full-time  equivalent  staff  person,  except  that  the  Department 
may  permit,  in  accordance  with  a  request  for  a  waiver  under  s.  HSS  63.05,  that 
the  ratio  may  not  exceed  25  clients  to  one  full  time  equivalent  staff  person. 
Only  staff  who  meet  the  qualifications  under  subs.  (2)  and  (4) (a)  may  be 
counted  in  the  staff-to-client  ratio. 


(4)  QUALIFICATIONS.   (a)   CSP  staff  shall  have  the  following 
qualifications : 

1.  A  CSP  professional  shall  have  a  bachelor's  degree  in  a  behavioral 
science  or  a  related  field  with  1,000  hours  of  supervised  post-degree 
clinical  experience  with  chronically  mentally  ill  persons,  or  a  bachelor's 
degree  in  a  field  other  than  behavioral  sciences  with  2,000  hours  of 
supervised  post-degree  clinical  experience  with  persons  with  chronic  mental 
illness ; 

2.  A  psychiatrist  shall  be  a  physician  licensed  under  ch.  448,  Stats., 
to  practice  medicine  and  surgery  and  shall  have  satisfactorily  completed  3 
years'  residency  training  in  psychiatry  in  a  program  approved  by  the  American 
medical  association; 

3.  A  clinical  psychologist  shall  be  licensed  under  ch.  455,  Stats.; 

4.  A  clinical  social  worker  shall  have  a  master's  degree  from  a 
graduate  school  of  social  work  accredited  by  the  council  on  social  work 
education; 

5.  A  registered  nurse  shall  hold  a  current  certificate  of  registration 
under  ch.  441,  Stats.,  and  shall  have  experience  or  education  related  to  the 
responsibilities  of  his  or  her  position; 

6.  Occupational  therapists  and  recreational  therapists,  shall  have 
bachelor's  degrees  in  their  respective  professions; 

7.  A  rehabilitation  counselor  shall  be  certified  or  eligible  for 
certification  by  the  commission  on  rehabilitation  counselor  certification; 

8.  A  vocational  counselor  shall  possess  or  be  eligible  for  a 
provisional  school  counselor  certificate  and  shall  have  a  master's  degree  in 
counseling  and  guidance;  and 

9.  A  mental  health  technician  shall  be  a  paraprofessional  who  is 
employed  on  the  basis  of  personal  aptitude.   A  mental  health  technician  shall 
have  a  suitable  period  of  orientation  and  in-service  training  and  shall  work 
under  the  supervision  of  a  clinical  coordinator  under  sub.  (2)(c). 

(b)   When  volunteers  are  used,  they  shall  be  supervised  by  professional 
staff  under  subds .  1  to  8 .   The  CSP  shall  have  written  procedures  for  the 
selection,  orientation  and  in-service  training  of  volunteers. 

(5)  CLINICAL  SUPERVISION.  (a)  Each  CSP  shall  develop  and  implement  a 
written  policy  for  clinical  supervision  of  all  staff  who  provide  treatment, 
rehabilitation  and  support  services  to  CSP  clients. 

(b)  Clinical  supervision  of  individual  CSP  staff  shall  include  direct 
clinical  review,  assessment,  and  feedback  regarding  their  delivery  of 


treatment,  rehabilitation  and  support  services  to  individual  CSP  clients  and 
teaching  and  monitoring  of  the  application  of  CSP  principles  and  practices. 

(c)  Clinical  supervision  shall  be  provided  by  a  clinical  coordinator 
meeting  the  qualifications  under  s.  HSS  63.06(2) (c)  or  by  staff  who  meet  the 
qualifications  under  s.  HSS  63.06(2) (c)  and  who  are  designated  by  the  clinical 
coordinator  to  provide  clinical  supervision. 

(d)  Clinical  supervision  shall  be  accomplished  by  one  or  more  of  the 
following  means: 

1.  Individual,  face- to- face  sessions  with  staff  to  review  cases, 
assess  performance  and  give  feedback; 

2.  Individual,  side-by-slde  sessions  in  which  the  supervisor 
accompanies  an  individual  staff  member  to  meet  with  individual  clients  in 
regularly  scheduled  sessions  or  crisis  situations  and  in  which  the  supervisor 
assesses,  teaches,  and  gives  feedback  regarding  the  staff  member's  performance 
regarding  the  particular  client;  or 

3.  Regular  client  report  or  review  staff  meetings  and  treatment 
planning  staff  meetings  to  review  and  assess  staff  performance,  and  provide 
staff  direction  regarding  Individual  cases. 

(e)  For  every  20  clients  or  every  40  hours  of  direct  service  in  the  CSP, 
the  clinical  supervisor  shall  spend  at  least  4  hours  a  week  providing  direct 
supervision. 

(e)   Clinical  supervision  to  individual  CSP  staff  shall  be  documented  in 
writing. 

(6)   ORIENTATION  AND  TRAINING.   (a)   Each  CSP  shall  develop  and  implement. 
an  orientation  and  training  program  which  all  new  staff  and  regularly 
scheduled  volunteers  shall  complete.   The  orientation  shall  include: 

1.  Review  of  the  applicable  parts  of  this  chapter; 

2.  Review  of  CSP  policies; 

3.  Review  of  job  responsibilities  specified  in  the  job  description; 

4.  Review  of  ch.  HSS  94,  patient  rights;  and 

5.  Review  of  ch.  HSS  92,  confidentiality  of  treatment  records. 

(b)   Each  CSP  shall  develop  and  implement  a  training  plan  for  all  staff, 
including: 

1.  Use  of  staff  meeting  time  which  is  set  aside  for  training; 

2.  Presentations  by  community  resource  staff  from  other  agencies; 
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3.  Attendance  at  conferences  and  workshops;  and 

4.  Discussion  and  presentation  of  current  principles  and  methods  of 
treatment,  rehabilitation  and  support  services  for  chronically  mentally  ill 
persons . 

HSS  63.07  OUTREACH  AND  SCREENING.   A  CSP  shall  have  written  procedures 
for  contacting  and  identifying  persons  with  chronic  mental  illness  and  for 
having  those  persons  referred  to  the  CSP.   The  procedures  shall  include: 

(1)  OUTREACH.   Outreach  activities  and  direct  contact  with  potential  CSP 
clients ; 

(2)  OUTREACH  REFERRAL  AGREEMENTS.   Outreach  referral  agreements  with 
psychiatric  inpatient  units,  outpatient  units  and  community  service  providers; 
and 

(3)  INITIAL  SCREENING.  Screening  by  a  clinical  coordinator  of  each 
person  referred  to  the  CSP  under  sub.  (2)  to  determine  whether  the  person 
meets  the  admission  criteria  in  s.  HSS  63.08. 

HSS  63.08  CRITERIA  FOR  ADMISSION.   (1)  CRITERIA.   Admission  to  a  CSP 
shall  be  limited  to  an  individual  who  has  chronic  mental  illness  which  by 
history  or  prognosis  requires  repeated  acute  treatment  or  prolonged  periods  of 
institutional  care  and  who  exhibits  persistent  disability  or  impairment  in 
major  areas  of  community  living  as  evidenced  by: 

(a)  1.   A  condition  of  chronic  mental  illness  and  a  diagnosis  listed  in 
the  American  Psychiatric  Association  Diagnostic  and  Statistical  Manual  of 
Mental  Disorders  (DSM-III-R)  within  one  of  the  following  classification  codes: 

a.  295.1,  .2,  .3.  .6  and  .9  -  Schizophrenia; 

b.  296.2,  .3,  .4.  .5,  .6  and  .7  -  Affective  disorders; 

c.  297.1  -  Delusional  disorder;  or 

d.  295.7  and  298.9  -  Other  psychotic  disorders. 

2.  A  significant  risk  of  either  continuing  in  a  pattern  of 
institutionalization  or  living  in  a  severely  dysfunctional  way  if  CSP  services 
are  not  provided;  and 

3.  Impairment  in  one  or  more  of  the  functional  areas  listed  under  sub. 
(2);  or 

(b)  1.   A  condition  of  chronic  mental  illness  with  another  diagnosis 
listed  in  the  American  Psychiatric  Association  Diagnostic  and  Statistical 
Manual  of  Mental  Disorders  (DSM-III-R)  provided  that  documentation  in  the 
client  record  shows  that: 
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a.  There  have  been  consistent  and  extensive  efforts  to  treat  the 
client,  such  as  use  of  special  structured  housing,  more  frequent  outpatient 
appointments  combined  with  proactive  efforts  such  as  home  visiting  when  the 
client  does  not  come  in  for  appointments,  cooperative  efforts  by  various 
outpatient,  housing,  vocational  and  crisis  agencies  to  coordinate  atid  plan 
treatment  and  face-to-face  crisis  intervention  services  on  a  regular  basis, 
with  or  without  crisis  housing.   The  efforts  have  persisted  for  at  least  a 
year,  except  in  unusual  circumstances  such  as  a  serious  and  sudden  of 
dysfunction,  causing  the  client's  condition  to  move  beyond  basic  outpatient 
clinical  standards  of  practice:  or 

b.  In  addition,  the  client  exhibits  persistent  dangerousness  to  self  or 
others ; 

2.  A  significant  risk  of  either  continuing  in  a  pattern  of 
institutionalization  or  living  in  a  severely  dysfunctional  way  if  CSP  services 
are  not  provided;  and 

3.  Impairment  in  one  or  more  areas  listed  under  sub.  (2). 

(2)   AREAS  OF  FUNCTIONAL  IMPAIRMENT.   The  functional  areas  in  which 
individuals  admitted  to  a  CSP  may  show  impairment  are  as  follows: 

(a)  Vocational,  educational  or  homemaker  functioning.   1.   Impairment 
in  vocational  functioning  is  manifested  by  an  inability  to  be  consistently 
employed  at  a  self-sustaining  l^vel  or  an  ability  to  be  employed  only  with 
extensive  supports,  except  that  a  person  who  is  able  to  earn  sustaining  income 
but  is  recurrently  unemployed  because  of  acute  episodes  of  mental  illness 
shall  be  considered  vocationally  impaired; 

Note :     The  following  are  examples  of  persons  who  function  ac  a  fairly 
high  level  in  general  terms  but  still  manifest  vocational  impairment: 

A  person  who  works  30  hours  a  week  for  years  at  a  sheltered  workshop  at 
minimum  wage,  enough  to  sustain  himself  or  herself,  but  who  has  shown  repeated 
inability  to  work  in  competitive  job  sites  because  of  loss  of  support  and  of 
the  structure  of  sheltered  work;  and 

A  person  who  works  40  hours  a  week  at  a  wage  that  may  be  somewhat  more 
than  minimum  without  extensive  supports  but  who  is  unemployed  2  to  4  months  of 
most  years  because  of  acute  psychosis  and  loses  his  or  her  job  when  psychotic. 

2.    Impairment  in  educational  functioning  is  manifested  by  an  inability 
to  establish  and  pursue  educational  goals  within  a  normal  time  frame  or 
without  extensive  supports; 

Note:     As  an  example,  protracted  part-time  or  intermittent  full-time 
courses  of  study  indicate  impairment  when  goals  are  not  being  met  or  repeated 
class  failure  or  frequent  changes  in  major  areas  of  study  manifest  an 
impairment  in  educational  functioning. 
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3.  Impairment  in  homemaker  functioning  is  manifested  by  an  inability  to 
consistently  and  independently  carry  out  home  management  tasks,  including 
household  meal  preparation,  washing  clothes,  budgeting,  and  child  care  tasks 
and  responsibilities;  and 

4.  When  part-time  homemaker  and  educational  or  vocational  roles 
coexist,  the  functional  level  of  the  combined  roles  shall  be  assessed 
according  to  existing  community  norms. 

(b)   Social,  interpersonal  or  community  functioning.   1.   Impairment  in 
social  or  interpersonal  functioning  is  manifested  by  a  person's  inability  to 
independently  develop  or  maintain  adult  social  relationships  or  to 
independently  participate  in  adult  social  or  recreational  activities  and  is 
evidenced  by: 

a.  Repeated  inappropriate  or  inadequate  social  behavior  or  an  ability 
to  behave  appropriately  or  adequately  only  with  extensive  or  consistent 
support  or  coaching  or  only  in  special  contexts  or  situations,  such  as  social 
groups  organized  by  treatment  staff;  or 

b.  Consistent  participation  in  adult  activities  only  with  extensive 
support  or  coaching  and  when  involvement  is  mostly  limited  to  special 
activities  established  for  the  mentally  ill  or  other  persons  with 
interpersonal  impairments; 

2.    Impairment  in  community  functioning  is  manifested  by  a  pattern  of 
significant  community  disruption,  including  family  disruption  or  social 
unacceptability  or  inappropriateness ,  that  may  not  recur  often  but  is  of  such 
magnitude  that  it  results  in  severe  consequences,  including  exclusion  from  the 
person's  primary  social  group  or  incarceration,  or  in  severe  impediments  to 
securing  basic  needs  such  as  housing; 

Note:      The  following  are  examples  of  higher  functioning  persons  who 
still  manifest  the  impairments  under  par.  (b) : 

A  person  who  socialized  appropriately  and  effectively  in  one-to-one 
contacts  with  staff  or  in  social  groups  organized  by  a  CSP  but  is  very 
isolative  otherwise  and  does  not  socialize  on  his  or  her  own; 

A  person  who  anxiously  participates  in  a  community  group  or  activity  only 
with  much  weekly  coaching  by  and  frequent  accompaniment  of  treatment  staff, 
but  who  does  not  reach  the  point  of  going  to  this  activity  on  his  or  her  own 
or  with  only  minimal  coaching; 

A  person  who  socializes  on  his  or  her  own  in  relationships  and  groups, 
but  who,  after  a  period  of  time,  drives  away  many  friends  because  of 
inappropriate  or  ineffective  behavior  and  therefore  is  recurrently  lonely; 

A  divorced  woman's  periodic  threats  to  "steal"  her  children  (who  are  in 
the  custody  of  her  ex-husband)  from  their  day  care  center  that  lead  to  loss  oi 
visiting  privileges  with  the  children  and  therefore  loss  of  the  emotional 
sustenance  the  children  bring. 
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(c)  Self-care  or  Independent  living.   Impairment  in  self-care  or 
independent  living  is  manifested  by: 

1.  A  person's  inability  to  consistently  perform  the  range  of  practical 
daily  living  tasks  required  for  basic  adult  functioning  in  the  community, 
including: 

a.  Grooming,  hygiene,  washing  of  clothes  and  meeting  nutritional  needs; 

b.  Care  of  personal  business  affairs; 

c.  Transportation  and  care  of  residence; 

d.  Procurement  of  medical,  legal  and  housing  services;  and 

e.  Recognition  and  avoidance  of  common  dangers  or  hazards  to  self  and 
possessions;  or 

2.  A  person's  persistent  or  recurrent  failure  to  perform  daily  living 
tasks  specified  in  subd.  1,  except  with  significant  support  or  assistance  by 
others  such  as  friends,  family  or  relatives. 

HSS  63.09  ADMISSION.   (1)  A  CSP  may  not  deny  admission  to  an  applicant 
solely  on  the  basis  of  the  number  of  previous  admissions  to  any  program  or 
service  provider. 

(2)  A  CSP  shall  have  written  policies  and  procedures  governing  the 
admissions  process.   The  policies  and  procedures  shall  include: 

(a)  The  criteria  for  admission; 

(b)  The  types  of  information  to  be  obtained  on  all  applicants  prior  to 
admission; 

(c)  The  procedures  to  be  followed  when  accepting  referrals  from  outside 
agencies;  and 

(d)  The  procedures  to  be  followed  in  referring  an  applicant  to  other 
service  providers  when  the  applicant  is  found  ineligible  for  admission.   The 
reason  for  nonadmission  shall  be  recorded  in  CSP  records. 

(3)  During  the  admissions  process,  unless  an  emergency  situation  is 
documented,  each  applicant  and  guardian,  if  any,  shall  be  informed  of  the 
following: 

1.  The  general  nature  and  purpose  of  the  program; 

2.  Program  regulations  governing  client  conduct,  the  types  of 
infractions  that  may  lead  to  corrective  action  or  discharge  from  the  program 
and  the  process  for  review  and  appeal; 

13 


3.  The  hours  during  which  services  are  available; 

4.  The  service  costs  that  may  be  billed  to  the  client,  if  any; 

5.  The  program's  procedures  for  follow-up  if  a  client  is  discharged;  and 

6.  Clients'  rights  as  provided  under  ch.  HSS  94. 

(4)   The  CSP  shall  ensure  that  no  client  is  denied  any  benefits  or 
services  or  is  subjected  to  discrimination  on  the  basis  of  age,  race, 
religion,  color,  sexual  orientation,  marital  status,  arrest  and  conviction 
record,  ancestry,  creed,  national  origin,  handicap,  sex  or  physical  condition. 

HSS  63.10  ASSESSMENT  AND  TREATMENT  PLANNING.   (1)  ASSESSMENT.   (a)   An 
initial  assessment  shall  be  done  at  the  time  of  the  client's  admission  to  the 
CSP,  and  an  in-depth  assessment  shall  be  completed  within  one  month  after  a 
client's  admission.   The  physician  shall  make  a  psychiatric  assessment  of  the 
client's  need  for  CSP  care  and  appropriate  professional  personal  shall  make  a 
psychiatric  and  psychosocial  assessment  of  the  client's  need  for  CSP  care. 

(b)  The  assessments  shall: 

1.  Be  clearly  explained  to  the  client  or  guardian,  if  any.  and,  when 
appropriate,  to  the  client's  family; 

2.  Include  available  information  on  the  client's  family  and  the 
client's  legal,  social,  vocational  and  educational  history;  and 

3.  Be  incorporated  into  review  and  revisions  of  the  client's  treatment 
plan  under  sub.  (2). 

(c)  A  clinical  coordinator  shall  include  a  signed  statement  in  the 
client's  treatment  record  that  the  assessments  under  par.  (a)  were  performed 
by  appropriate  professional  personnel  specified  under  s.  HSS  63.06(4) (a)  1  to 
8. 

(d)  The  in-depth  assessment  shall  include  evaluation  of  the  client's: 

1.  Psychiatric  symptomatology  and  mental  status,  by  a  psychiatrist  and 
by  the  clinical  coordinator  or  a  designated  staff  member  meeting 
qualifications  under  s.  HSS  63. 06(2) (c).   Utilizing  information  derived  from 
the  evaluation  required  under  this  subdivision,  a  psychiatrist  or  a  clinical 
psychologist  shall  make  a  psychiatric  diagnosis; 

2.  Use  of  drugs  or  alcohol,  or  both,  by  a  CSP  professional  supervised 
by  the  clinical  coordinator  or  a  designated  staff  member  meeting 
qualifications  under  s.  HSS  63.06(2) (c); 

3.  Vocational  and  educational  functioning,  by  a  CSP  professional 
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supervised  by  the  clinical  coordinator  or  a  designated  staff  member  meeting 
qualifications  under  s.  HSS  63. 06(2) (c); 

4.  Social  functioning,  by  a  CSP  professional  supervised  by  the  clinical 
coordinator  or  a  designated  staff  member  meeting  qualifications  under  s.  HSS 
63.06(2)(c); 

5.  Self -care  and  independent  living  capacity,  by  a  CSP  professional 
supervised  by  the  clinical  coordinator  or  a  designated  staff  member  meeting 
qualifications  under  s.  HSS  63. 06(2) (c); 

6.  Relationship  with  his  or  her  family,  by  a  CSP  professional 
supervised  by  the  clinical  coordinator  or  a  designated  staff  member  meeting 
qualifications  under  s.  HSS  63.06(2)(c); 

7.  Medical  health,  by  a  psychiatrist  or  physician.   A  registered  nurse 
may  collect  health-related  information  and  history  and  perform  partial 
examinations  under  supervision  of  a  physician; 

8.  Dental  health  information  and  history  may  be  collected  by  a 
psychiatrist,  physician  or  CSP  professional  under  the  supervision  of  a 
physician;  and 

9.  Other  specified  problems  and  needs,  by  a  CSP  professional  supervised 
by  the  clinical  coordinator  or  a  designated  staff  member  meeting 
qualifications  under  s.  HSS  63. 06(2) (c). 

(e)   Evidence  that  a  service  is  medically  necessary  shall  be  indicated 
through  the  signature  of  a  psychiatrist  on  the  client's  treatment  record 
following  the  psychiatrist's  review  and  approval  of  the  service. 

(2)   TREATMENT  PLANNING.   (a)   The  case  manager  assigned  to  a  client 
under  s.  HSS  63.12(1)  shall  ensure  that  an  initial  written  treatment  plan  is 
developed  at  the  time  of  the  client's  admission  to  the  CSP  and  that  a 
comprehensive  treatment  plan  is  developed  and  written  within  one  month  after 
admission  and  is  reviewed  and  updated  in  writing  at  least  once  every  6  months. 

(b)   The  treatment  plan  shall: 

1.  Be  based  on  the  initial  assessment  required  under  sub.  (l)(a)  and, 
when  appropriate,  on  the  in-depth  assessment  required  under  sub.  (l)(d); 

2.  Be  developed  in  collaboration  with  other  CSP  professional  and 
paraprofessional  staff,  service  provider  staff,  the  client  or  guardian,  if 
any,  and,  when  feasible,  the  client's  family.   The  client's  participation  in 
the  development  of  treatment  or  service  goals  shall  be  documented; 

3.  Specify  treatment  goals  along  with  the  treatment,  rehabilitation  and 
service  actions  necessary  to  accomplish  the  goals.   The  goals  shall  be 
developed  with  both  short-range  and  long-range  expectations  and  shall  be 
written  in  measurable  terms; 
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4.  Identify  the  expected  outcomes  and  the  staff  or  agencies  responsible 
for  providing  the  client's  treatment,  rehabilitation  and  support  services; 

5.  Describe  criteria  for  termination  of  treatment,  rehabilitation,  and 
support  services;  and 

6.  Be  reviewed,  approved  and  signed  by  the  CSP's  psychiatrist  and 
clinical  coordinator  and  be  included  in  the  client's  treatment  record. 

(c)  Treatment  or  provision  of  services  may  begin  before  the  treatment 
plans  are  completed. 

(d)  The  client's  progress  and  current  status  in  meeting  the  goals  set 
forth  in  the  plan  shall  be  reviewed  by  the  staff  working  with  the  client  at 
regularly  scheduled  case  conferences  at  least  every  6  months  and  shall  be 
recorded  in  the  client's  treatment  record  as  follows: 

1.  The  date  and  results  of  the  review  and  any  changes  in  the  plan  shall 
be  recorded;  and 

2.  The  names  of  participants  in  the  case  conference  shall  be  recorded. 

(e)  The  case  manager  shall  discuss  the  results  of  the  review  required 
under  par.  (d)  with  the  client  or  guardian,  if  any,  and,  if  appropriate,  the 
client's  parent  and  shall  record  the  client's  or  guardian's  acknowledgement  of 
any  changes  in  the  plan. 

(3)   PLACE  OF  TREATMENT.   Each  CSP  shall  set  a  goal  of  providing  over  50% 
of  service  contacts  in  the  community,  in  non-office  based  or  non-facility 
based  settings.   For  a  period  of  2  years  following  the  effective  date  of  this 
chapter,  a  CSP  shall  submit  to  the  department  records  of  the  places  where 
treatment  and  services  are  provided  to  each  client.   The  records  shall  cover 
time  periods  specified  by  the  department. 

HSS  63.11  REQUIRED  PROGRAM  COMPONENTS.   A  CSP  shall  provide  or  make 
arrangements  for  the  provision  of  the  following  services: 

(1)   TREATMENT.   Treatment  services  which  include: 

(a)  Crisis  intervention  services,  including  24-hour  telephone  service, 
short-term  emergency  hospitalization  and  in-home  or  in-community  emergency 
care  by  a  CSP  professional  who  has  direct  accessibility  to  the  clinical 
coordinator  or  designated  qualified  staff  member  for  consultation  and 
assistance ; 

(b)  Symptom  management  or  supportive  psychotherapy  by  a  CSP 
professional,  including: 

1.    Ongoing  assessment  of  the  client's  mental  illness  symptoms  and  the 
client's  response  to  treatment; 
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2.  Symptom  education  to  enable  the  client  to  identify  his  or  her  mental 
illness  symptoms; 

3.  Teaching  of  behavioral  symptom  management  techniques  to  alleviate 
and  manage  sjnDDptoms  not  reduced  with  medication;  and 

4.  Promotion  of  personal  growth  and  development  by  assisting  the  client 
to  adapt  to  and  cope  with  internal  and  external  stresses; 

(c)  Medication  prescription,  administration,  monitoring  and 
documentation,  as  follows: 

1.  A  psychiatrist  or  physician  shall: 

a.  Assess  the  client's  mental  illness  symptoms  and  behavior  and 
prescribe  appropriate  medication; 

b.  Regularly  review  and  document  the  client's  mental  illness  symptoms 
and  behavior  response  to  the  medication;  and 

c.  Monitor,  treat  and  document  any  medication  side  effects; 

2.  A  registered  nurse  may  administer  medication  from  a  multidose 
container  or  by  injection  at  the  direction  of  a  psychiatrist  or  another 
physician; 

3.  Staff  may  administer  only  single-unit  oral  medication  doses  that 
have  been  dispensed  and  labeled  by  a  psychiatrist,  another  physician,  a 
licensed  pharmacist  or  a  registered  nurse  at  the  direction  of  a  psychiatrist 
or  another  physician; 

4.  Staff  shall  assess  and  document  the  client's  mental  illness  symptoin.y 
and  behavior  in  response  to  medication  and  shall  monitor  for  psychotropic 
medication  side  effects;  and 

5.  Registered  nurses  shall  report  to  the  program  psychiatrist  and 
clinical  coordinator  and  document  in  the  chart  adverse  drug  reactions  and 
potential  medication  conflicts  when  drugs  are  prescribed  by  more  than  one 
physician. 

(d)  Psychiatric  and  psychological  services,  including: 

1.  Psychiatric  evaluation  by  a  psychiatrist; 

2.  Psychological  evaluation  by  a  clinical  psychologist;  and 

(e)  Family,  individual  or  group  psychotherapy  by  the  clinical 
coordinator  or  designated  staff  member  meeting  qualifications  under  s.  HSS 
63.06(2)(c). 

(2)   REHABILITATION.   Rehabilitation  services  which  include: 
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(a)  Employment -related  services  provided  in  community -based  settings  to 
assess  the  effect  of  the  client's  mental  illness  on  employment  and  to  develop 
an  ongoing  employment  rehabilitation  plan  to  enable  the  client  to  get  and  keep 
a  job.   Employment-related  services  include: 

1.  Individualized  initial  and  ongoing  assessment  by  a  CSP  professional, 
including  a  thorough  work  and  academic  history  and  on-site  work  assessments  in 
community-based,  structured  jobs; 

2.  Identification  of  behaviors  that  interfere  with  the  client's  work 
performance  and  development  of  interventions  to  alleviate  the  problem 
behaviors  by  a  CSP  professional; 

3.  Individual  vocational  supportive  counseling  by  a  CSP  professional  to 
enable  the  client  to  identify  and  cope  with  symptoms  of  mental  illness  that 
affect  his  or  her  work; 

4.  Work-related  supportive  services,  such  as  assistance  with  grooming 
and  personal  hygiene,  securing  appropriate  clothing,  wake -up  calls, 
transportation,  on-the-job  support  and  crisis  assistance;  and 

5.  On-the-job  performance  assessment  and  evaluation  by  a  CSP 
professional; 

(b)  Social  and  recreational  skill  training,  including  supervised 
teaching  activities  and  experiences  provided  individually  or  in  small  groups 
to: 

1.  Improve  communication  skills; 

2.  Facilitate  appropriate  interpersonal  behavior;  or 

3.  Familiarize  clients  with  available  social  and  recreational 
opportunities  and  increase  their  use  of  such  opportunities;  and 

(c)  Activities  of  dally  living  services  provided  in  community-based 
settings  including  individualized  support,  problem  solving,  training  and 
supervision  to  assist  the  client  to  gain  or  utilize  the  skills  required  to: 

1.  Carry  out  personal  hygiene  and  grooming  tasks; 

2.  Carry  out  household  activities,  including  housecleaning,  cooking, 
grocery  shopping  and  laundry; 

3.  Develop  or  improve  money  management  skills;  and 

4.  Use  available  transportation. 

(3)   SUPPORT  SERVICES.   Support  services  which  include  case  management 
under  s.  HSS  63.12  and  individualized  support,  problem  solving,  training  and 
supervision  to  help  the  client  obtain: 
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(a)  Services  to  meet  physical  health  or  dental  health  needs; 

(b)  Needed  legal  services; 

(c)  Needed  transportation  services; 

(d)  Financial  support  such  as  supplemental  security  income,  social 
security  disability  insurance  and  general  relief  and  money  management 
services ;  and 

(e)  Living  accommodations,  including  locating,  financing  and  maintainini^ 
safe  and  normal  living  arrangements  and  enabling  the  client  to  relate  to  his 
or  her  landlord  and  neighbors  in  an  acceptable  manner. 

HSS  63.12  CASE  MANAGEMENT.   (1)   SINGLE  POINT  OF  CONTACT  FOR  A  CLIENT. 
Each  CSP  client  shall  have  a  designated  case  manager  who  shall  be  responsible 
for  maintaining  a  clinical  treatment  relationship  with  the  client  on  a 
continuing  basis  whether  the  client  is  in  the  hospital,  in  the  community,  or 
involved  with  other  agencies.   Case  managers  shall  meet  the  qualifications  for 
clinical  coordinators  under  s.  HSS  63. 06(2) (c)  or  staff  under  s.  HSS 
63.06(4)(a)  1  to  8. 

(2)  COORDINATION  OF  TREATMENT.   (a)   The  case  manager  shall  work  with 
other  CSP  professional  and  paraprofessional  staff  and  other  agencies  to: 

1.  Coordinate  the  assessment  under  s.  HSS  63.10(1)  and  ensure  that  a 
diagnosis  is  made; 

2.  Develop  and  implement  the  treatment  plan  under  s.  HSS  63.10(2);  and 

3.  Directly  provide  or  coordinate  treatment  and  services. 

(b)  The  case  manager  shall  work  with  other  CSP  staff  and  community 
agency  staff  to  ensure  that  treatment  plans  are  updated  in  accordance  with  s. 
HSS  63.10(2)(a). 

(c)  The  case  manager  shall  organize  and  conduct  case-specific  staffings 
with  other  agencies,  as  needed. 

(3)  COORDINATION  OF  REFERRALS.   (a)   A  CSP  shall  have  policies  and 
procedures  that  facilitate  coordination  of  referrals  and  ensure  follow-up  of 
clients  referred  to  other  community  service  providers. 

(b)   The  case  manager  shall  work  with  other  community  agency  or  community 
service  staff  to: 

1.  Coordinate  linkages  and  referrals; 

2.  Coordinate  contracting  for  specialized  assessment  and  diagnosis  or 
treatment,  rehabilitation  and  support  services;  and 
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3.    Integrate  other  agency  or  service  activities  into  the  CSP  treatment 
plan. 

(4)  MONITORING  SYMPTOM  STATUS.   (a)   The  case  manager  shall  assess,  on  a 
consistent  basis,  the  client's  symptom  status.   Changes  in  status  shall  be 
documented  In  the  client's  treatment  record  to  measure  progress  or 

decompensation. 

(b)  The  case  manager  shall  keep  the  CSP  program  director  and  clinical 
coordinator  informed  of  all  changes  in  symptom  status  by  signed  notation  in 
the  client's  treatment  record. 

(c)  The  case  manager  shall  coordinate  the  provision  of  emergency 
services  when  a  client  is  in  crisis  and  shall  provide  documentation  in  the 
client's  treatment  record  of  emergency  services  provided. 

(5)  SUPPORTIVE  PSYCHOTHERAPY  AND  EDUCATION.   The  case  manager  shall 
coordinate  the  provision  of  supportive  psychotherapy  and  education  in  symptom 
and  illness  management  to  the  client. 

(6)  ADVOCACY.   (a)   The  case  manager  shall  advocate  for  and  help  his  or 
her  clients  obtain  needed  benefits  and  services,  including  general  relief, 
supplemental  security  income,  housing  subsidies,  food  stamps,  medical 
assistance  and  legal  services. 

(b)   The  case  manager  shall  work  with  existing  community  agencies  to 
develop  needed  CSP  resources,  including  housing,  employment  options  and  income 
assistance . 

(7)  EDUCATION,  SUPPORT  AND  CONSULTATION  TO  CLIENTS'  FAMILIES  AND  OTHER 
MAJOR  SUPPORTS.   (a)   The  case  manager  shall  determine  what  support, 
consultation  and  education  the  client's  family  may  need  from  the  CSP  to  manago 
the  symptoms  and  illness  of  the  client  family  member. 

(b)  The  case  manager  shall  coordinate  support  and  consult  with  the 
client's  family  at  time  intervals  as  specified  in  the  client's  treatment  plan. 

(c)  The  case  manager  shall  provide  the  client's  other  support  systems 
with  education  and  information  about  chronic  mental  illness  and  community 
support  program  treatment. 

HSS  63.13  CLIENT  RIGHTS.   A  CSP  shall  have  policies  and  procedures  that 
ensure  that  client  rights  are  protected  in  accordance  with  s.  51.61,  Stats., 
and  ch.  HSS  94.   The  CSP  shall  require  all  case  managers  to  assist  clients  in 
asserting  their  rights  under  s.  51.61,  Stats.,  and  ch.  HSS  94. 

HSS  63.14  COMPLAINTS.   A  CSP  shall  have  procedures  for  reporting  and 
investigating  alleged  unethical,  illegal  or  grossly  negligent  acts  affecting 
clients  and  violation  of  written  policies  and  procedures.   The  procedures 
shall  also  address  both  client  and  staff  reporting  of  complaints  regarding 
program  procedures,  staff  and  services. 
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HSS  63.15  CLIENT  RECORDS.   (1)   A  CSP  shall  maintain  a  treatment  record 

for  each  client.   The  record  shall  include  information  that  is  sufficiently 

detailed  to  enable  a  person  not  familiar  with  the  CSP  to  identify  the  types  of 

services  the  client  has  received. 

(2)  The  CSP  director  is  responsible  for  the  maintenance  and  security  of 
client  treatment  records. 

(3)  Client  treatment  records  shall  be  maintained  in  a  central  location. 

(4)  Client  treatment  records  shall  be  kept  confidential  and  safeguarded 
as  required  under  s.  51.30,  Stats.,  and  ch.  HSS  92. 

(5)  The  treatment  recordkeeping  format  shall  provide  for  consistency 
within  the  CSP  and  shall  facilitate  information  retrieval.   Treatment  records 
shall  include: 

(a)  Results  of  all  examinations,  tests  and  other  assessment  information; 

(b)  Reports  from  referring  sources; 

(c)  Treatment  and  service  plans,  except  for  records  of  hospital 
emergency  services; 

(d)  Medication  records,  which  shall  document  ongoing  monitoring  of 
administration  of  medications  and  the  detection  of  adverse  drug  reactions. 

All  medication  orders  in  the  client  treatment  record  shall  specify  the  name  of 
the  medication,  dose,  route  of  administration,  frequency  of  administration, 
person  administering  and  name  of  the  physician  who  prescribed  the  medication; 

(e)  Records  of  referrals  of  the  client  to  outside  resources; 

(f)  Reports  from  outside  resources; 

(g)  Multidisciplinary  case  conference  and  consultation  notes; 

(h)   Consent  for  disclosure  of  information  release  forms; 

(i)   Progress  notes  which  shall  document  the  location  where  the  service 
was  provided;  and 

(j)   Discharge  documentation. 

(6)  There  shall  be  a  policy  governing  the  disposal  of  client  records. 

(7)  There  shall  be  a  policy  concerning  the  disposition  of  client 
records  in  the  event  of  the  CSP  closing. 
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HSS  63,16  DISCHARGE.   Documentation  by  the  client's  case  manager, 
clinical  coordinator  and  psychiatrist  of  a  client's  discharge  from  a  CSP 
shall  be  entered  in  the  client's  treatment  record  within  one  week  after 
termination  of  treatment  or  services.   Documentation  of  discharge  shall 
include: 

(1)  The  reasons  for  discharge; 

(2)  The  client's  status  and  condition  at  discharge; 

(3)  A  written  final  evaluation  summary  of  the  client's  progress  toward 
the  goals  set  forth  in  the  treatment  plan; 

(4)  A  plan  developed,  in  conjunction  with  the  client,  for  care  after 
discharge  and  for  follow-up;  and 

(5)  The  signature  of  the  case  manager,  clinical  coordinator  and 
psychiatrist. 

HSS  63.17  PROGRAM  EVALUATION.   (1)  Each  CSP  shall  have  an  evaluation 
plan,  which  shall  Include: 

(a)  A  statement  of  the  program's  objectives.   The  objectives  shall 
relate  directly  to  the  program's  clients  or  target  population; 

(b)  Measurable  criteria  to  be  applied  in  determining  whether  or  not  the 
objectives  under  par.  (a)  are  achieved; 

(c)  Methods  for  documenting  achievements  not  related  to  the  program's 
stated  objectives;  and 

(d)  Methods  for  assessing  the  effective  utilization  of  staff  and 
resources  toward  the  attainment  of  the  objectives. 

(2)  In  addition  to  the  evaluation  plan  required  under  sub.  (1),  a  CSP 
shall  have  a  system  for  regular  review  that  is  designed  to  evaluate  the 
appropriateness  of  admissions  to  the  program,  length  of  stay,  treatment  or 
service  plans,  discharge  practices  and  other  factors  that  may  contribute  to 
effective  use  of  the  program's  resources. 

(3)  An  annual  report  on  the  program's  progress  In  meeting  its  objectives 
shall  be  prepared,  distributed  to  Interested  persons  and  made  available  to  the 
department  upon  request. 

(4)  The  CSP's  governing  body  or  appropriate  authority  shall  review  the 
annual  report. 
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The  rules  contained  In  this  order  shall  take  effect  on  the  first  day  of 
the  month  following  publication  in  the  Wisconsin  Administrative  Register,  as 
provided  in  s.  227.22(2),  Stats. 

Wisconsin  Department  of  Health  and  Social 
Services 


Date:  By: 


Patricia  A.  Goodrich 
Secretary 


Seal: 
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APPENDIX    7 


List  of  Potential  Consultants 

Tl'ie  following  ts  a  partial  list  of  individuals  who  are  known 
to  us  and  who  have  expertise  in  the  noted  areas.   Articles  or 
materials  written  by  them  are  certainly  worthwhile  reading  and 
good  resources  for  staff  development.   In  addition,  they  ma:,'  be 
available  for  on-site  consultation  or  training  activities  to 
assist   mental  health  systems  strengthen  their  service  delivery 
system. 

Symptoms  of  Mental  Illness 

WILLIAM  KNOEDLER,  M.D. 

Program  of  Assertive  Community  Treatment  (  ^'ACT  ) 

108  South  Webster 

Madison,  WI   53703 

Phone:   608/265-256  7 

ROBERT  FACTOR,  M.D. 

Dane  County  Mental  Health  Center 

625  West  Washington  Avenue 

Madison,  WI   53703 

Pnone:   608/251-234-! 

Mediiaticns  and  ^^edlcat1cn  Side  Effects 

RON  DIAMOfJO,  M.D. 

Department  cf  Psychiatry,  65212 

600  Highland  Avenue 

Madison,  WI   53706 

Phone:   608/25  1-234-1 

Teaching  Svm.ptorri  Managem,ent  Skills  tc  Clients 

WILLIAM  KNOEDLER,  M.D. 
( see  above ) 


DEBORAH    ALLrJESS 

Di  rectc 

Office  cf  Mental  Health 

P.O.  Bo.'  78  51 

Madison,  WI   53707 

Phone:   508/266-3249 


ESSO  LEETE 

Fort  Logan  Mental  Health  Center 

3520  Oxford  Avenue 

Denver,  CO   80236 

Phone:   303/761-0220  or  303/752-4297 


Assessment.  Treatment/Service  Planning.  Recordkeeping 

DEBORAH  ALLNESS 
(see  above) 

PATRICIA  RUTKOWSKI 

Green  County  Commum ty  Support  Program 

P.O.  Box  216 

Pleasant  View  Complex 

Monroe,  WI   5  3566 

Phone:   508/328-9339 


Intensive  Case  Management  Teams 

Developing  and  managing  case  management  teams 

PATRICIA  RUTKOWSKI 
(see  above) 

MARY  FLEMING 

Franklin  County  Mental  Health  Board 

447  East  Broad  Street 

Columbus,  OH   43215 

Phone:   614/224-1057 

ELAINE  CARPENTER 

State  Office  of  Mental  Health 

P.O.  Box  785  1 

Madison,  WI   53707 

Phone:  508/267-7711 

Training    case    rrianagement    teams 

CHARLIE  RAPP 

Associate  Dean 

School  of  Social  Welfare 

University  cf  Kansas 

Lawrence.  KS   66045 

Phone:   913/864-3712 

DEBORAH  ALLNESS 
( see  above ) 


Crisis  Services 

Mobile  crisis  interventi 


on 


DAVID  LAUTERBACH 

Kent  County  Mental  Health  Center 

50  Health  Lane 

Warwick,  RI   02886 

Phone:   401/733-4300 

DANE  COUNTY  MOBILE  CRISIS  INTERVENTION  TEAM 
625  West  Washington  Avenue 
Madison,  WI   53703 
Phone:   608/251-2341 


In-home  intervention  tea 


m 


PAUL  DUPRE 

Washington  County  Mental  Health  Center 

9  Heatcn  Street 

Montpelier,  VT   C5602 

Phone:   802/229-0326 


Fam-nv-based  short  term  crisis  beds 

GEORGE  COULTOR  OR  JANET  HJSSEY 

Northeast  Kingdom  Community  Mental  Health  Center 

P.O.  Bov  214 

St.  Johnsbury,  VT   05819 

Phone:   802/7^8-3181 


Consumer  operated  safe  houses 

JAY  MAHLER 

Mental  Health  Consumers  '  Concern.s  ,  Inc 

2500  Alhambra  Avenue 

TR  }t5 

Mortinez,  CA   94553 

Phone:   415/646-4220 


Peer  support  telephone  line 

SITA  CIEHL 

505  East  Eagle  Heights 
Madison,  w:   53705 
Phone:   802/238-3712 


Housi  ng 

Consumer  preference  surveys 

BETH  TANZMAN 

Center  for  Community  Change 
through  Housing  and  Supports 
Department  of  Psychology 
John  Dewey  Hal  1 
Umversity  of  Vermont 
Burlington,  VT   05405 
Phone:   802/656-0000 

Establishing  housing  development 
corporations/developing  community  resources 

MICHAEL  REDDY 

Creative  Management  Consultants,  Inc. 

P.O.  Box  840 

Denver,  CO   80465 

Phone:   303/697-5259 

DAVID  KAROFF 

Intercommunity  Partnerships,  Inc. 

Cottage  403 

600  New  London  Avenue 

Cranston,  RI   02920 

Phone:   401/464-3056 


Using  state  mental  health  capita!  funds  for  normal 
hous  i  ng 

GRACE  LEWIS 

Office  of  Housing  and  Services  Environments 

Ohio  Department  of  Mental  Health 

30  East  Broad  Street 

Columbus,  OH   43215 

Phone:   614/466-7460 

Managing  supported  housing  programs 

PAUL  DUPRE 
(see  above) 

PAT  RUTKOWSKI 
{ see  above  ; 


Organization.  Participation,  and  Advocacy 

Organizing  and  Advocacy 

DAYNA  CARON 

Vermont  Liberation  Organization 

15  Orchard  Street 

South  Burlington,  VT   05403 

Phone:   802/862-5423 

SALLY  ZINMAN 
1607  Buena  Street 
Berkley,  CA   994703 
Phone:   415/52  7-9601 

LAURA  VAN  TOSH 

Project  Share 

311  South  Jumper  Street,  #902 

Philadelphia,  PA   19107 

Phone:   2^5/735-2465 

MARK  DAVIS 

Project  Share 

311  South  Jumper  Street,  <*902 

Philadelphia,  PA   19107 

Phone:   215/735-2465 

TOM  POSEY 

Manomi  Consumer  Council 

17  W .  Meadow 

Bi 1 1 ings,  MT   59102 

Phone:   402/656-4309 

Consumer  managed  programs 

JAY  MAHLER 
(see  above) 

GEORGE  EBERT 

Alliance  Peer  Advocacy  Service 

The  Alliance  Center 

326  Euc 1 1 d  Avenue 

Syracuse,  NY   13210 

Phone:   315/475-4120 

DAN  LINK 

Project  Share 

13339  Rosebank 

St.  Louis,  MO   63122 


state  Hospital  Operation 
Overall  operation 


JOINT  COMMISSION  OF  ACCREDITATION 
OF  HOSPITAL  REVIEWERS 


Staff  orientation/training,  including  forensic  staff 

MYRNA  CASEBOLT 

Assistant  to  the  Superintendent 

Mendota  Mental  Health  Institute 

301  Troy  Drive 

Madison,  WI   53704 

Phone:   608/244-2411 

Phasing  down  state  hospitals 

PAUL  CARLING 

Center  for  Community  Change 
through  Housing  and  Supports 
Department  of  Psychology 
John  Dewey  Hal  1 
University  of  Vermont 
Burlington,  VT   05405 
Phone:   802/656-0000 

ROD  COPE LAND 

Director  of  Mental  Health 

Vermont  Department  of  Mental  Health 

103  South  Main  Street 

Waterbury,  VT   056  7  6 

Phone:   802/241-2604 

DArJA  MAUCH 
Executive  Director 
PI  Cept.  of  M.H.R.H. 
Division  cf  Mental  Health 
Cottage  402 
600  New  London  Avenue 
Cranston,  RI   02920 
Phone:   401/464-2350 

PAM  HYDE 

Di rector 

Department  of  Mental  Hea'th 

20  East  Broad  Street 

Columbus,  OH   43215 

Phone:   514/466-2337 


Developing  community  based  vocational  programs 

JANE  FREY 

Program  of  Assertive  Community  Treatment 

108  South  Webster 

Madison,  WI   53703 

Phone:   608/266-1915 

MARY  LOU  RAZZA 

Supported  Employment  Project 

Special  Education,  Social  Work,  Socia''  Services 

Waterman  Building 

University  of  Vermont 

Burlington,  VT   05405 

Phone:   302/656-2936  or  802/241-2603 


Collaboration  with  vocational  rehabilitation 

MARY  LOU  RAZZA 
( see  above ) 

DIANE  PRELLWITZ 

Division  of  Vocational  Rehabilitation 

Madison,  WI   53703 

Phone:   608/266-3927 


Jail  Linkages/Training  of  Law  Enforcement  Perscnnel 

KEITH  LANG 

Forensic  Specialist 

State  Office  of  Mental  Health 

P.O.  Bo-  7851 

Madison,  WI   53707 

Phcne:   508/267-7923 

AL  PEARSON 

Mental  Health  Coordinator 

Ozaukee  County  Department  of  Coniniunit>  Progratns 

121  West  Main  Street 

Port  Washington,  WI   53074 

Phone:   414/284-9411 


LAURIE  CURTIS 

Center  for  Community  Change 
through  Housing  and  Supports 
Department  of  Psychology 
John  Dewey  Hal  1 
University  of  Vermont 
Burlington,  VT   05405 
Phone:   802/656-0000 


Ent i  t1 ements 


Outreach  to  SSI-eligible  persons  whose  benefits  were 
denied  in  1980-93. 

SUSAN  HALPERN 
Mental  Health  Law  Project 
11  Park  Place,  Suite  901 
New  York,  NY   10007 
Phone:   212/233-5524 


Medi  cai  d 


RICHARD  TULLY 

Ohio  Department  of  Mental  Health 

30  East  Broad  Street 

Columbus,  OH   43215 

Phone:   614/466-7386 

BRUCE  BERGER 

Colorado  Division  Mental  Health 

3520  West  Oxford  Avenue 

Denver,  CO   80236 

Phone:   303/761-0220 


Vocational  Services/Supported  Employment 

Overall  approaches  to  vocational  rehabi  1  i  tat  "^  on 

WILLIAM  ANTHONY 

Center  fo''  Psychiatric  Pehabi  1  i  tat  i  o-> 

Boston  University 

730  Commonwealth  Avenue 

Boston,  MA   02215 

Phone:   617/353-3549 


Shifting  funding  to  community  programs 

CLAUDIA  STONE 
Super i  ntendent 
Vermont  State  Hospital 
103  South  Mam  Street 
Waterbury,  VT   05676 

DAVID  GOODRICK 

Di rector 

COSMOS,  Inc. 

National  Technical  Assistant 

Center  for  Mental  Health  Planning 

Suite  613,  1735  Eye  St.  ,  NW 

Washington,  DC   20006 

Phone:   202/296-1318 

PAUL  MEYER 

Program  Director 

Dane  County  United  Services  Board 

1206  Northport  Drive 

Madison,  WI   53704 

Phone:   608/242-6500 

PAM  HYDE 
(see  above) 

DANA  MAUCH 
( see  above ) 


Commitment  law,  including  guardianship  issues 

DIANNE  GREENLEY 

Staff  Attorney 

Wisconsin  Coalition  for  Advocacy 

16  N.  Carrol  Street,  Suite  400 

Madison,  WI   52703 

Phone:   508/251-9600 


Model  commitment  law 

AMERICAN  PSYCHIATRIC  ASSOCIATION 
1400  K.  Street,  N.W. 
Washington,  DC   2C005 
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